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SECTION ONE:
PART ONE Professional Dossier
PERSONAL STUDY PROGRAMME
PSYCH D IN CLINICAL PSYCHOLOGY: 
CONVERSION PROGRAMME
Name: Edel McAndrew
Date of Registration: October 1998 
Registration Number: 3816397
1. OVERAT L AIMS AND OBJECTIVES
To attain greater professional competence by both enhancing thç skills and 
knowledge base in clinical psychology in order to further the contribution of 
the profession to child mental health.
2. ACADEMIC
2.1 Aims
i) To enhance academic competence in two chosen specialist areas of 
clinical psychology, which would also be relevant to my current line
of work in the child and adolescent community care psychology 
service.
2.2 Objectives
To produce a portfolio of study, practice and research that will 
demonstrate increased competence in each of the areas studied and 
give an overall view o f my clinical practice since qualification.
Based on these reviews, to disseminate this knowledge by giving 
presentations at academic meetings within the service and within
psychology.
To critically evaluate the diverse range of psychological theories, 
therapies and treatments developed for the assessment and treatment 
o f children presenting with specific psychological problems.
To examine the possible applications o f such theories, therapies and 
treatments in the assessment and treatment o f children who present 
with psychological difficulties. And to use such academic reviews to 
make recommendations for future areas of research within the service 
as indicated by gaps in the existing literature.
2.3 Rationale
A two year personal study programme was tailored to the professional 
needs and demands o f the service within which I work. There was 
found to be a general lack o f knowledge regarding pre-adolescent 
eating disorders, and medical versus psychological intervention with 
encopretic children within the service. Hence areas in which 
knowledge was lacking were chosen for the academic dossier. It was 
hoped that better knowledge of these areas would lead to better 
assessments and thus intervention.
2.4 Plan
2 critical reviews o f4,500 words each in the following areas:
Review I: Pre-adolescent eating disorders: problems with
diagnosis and treatment
Review II: Encopresis in children- A critical review of the
psychological literature
3. CLINICAL
3.1 Aims
To increase personal professional competence in terms o f both general 
and specific skills in psychological assessment and intervention. To 
develop existing services and future development of services offered 
by clinical psychology.
3.2 Objectives
To present a dossier on clinical activity that will make evident 
increased personal clinical competence and professional development. 
To increase personal understanding of the process of service 
development and knowledge of existing treatment models.
3.3 Rationale
To enhance and develop the provision of clinical psychology services 
as a whole within the child mental health service. To develop
specialist clinical psychology services within the department in which I 
work.
4. RESEARCH
4.1 Aims
To increase personal research competence by exploring statistical methods 
and to increase the knowledge available to the department and the profession 
which would have treatment implications. To also develop the services 
offered by the department and profession.
4.2 Objectives
To develop a research dossier, part o f which will be the original DipClin 
Psych dissertation which will make evident increased research competence 
and present a contribution to the existing knowledge base.
To use the outcomes o f research to improve the delivery o f psychological 
services for children with language disorders.
To develop statistical knowledge and research design skills including the use 
o f SPSS for Windows
4.3 Rationale
The research literature reports that children with speech/ language problems 
have a higher preponderance to emotional and behavioural problems and 
suffer from greater peer rejection and low self-confidence than ‘normal’ 
children. The present study examined the incidence o f these problems in 
language disordered children attending language units. Language units offer
a special class environment for language disordered children. The aim of 
these units is to provide intensive speech therapy and special teaching to 
these children. The study examined children receiving this specialist service 
to see if  they were at increased risk of developing psychological problems 
because of their communication difficulties.
4.4 Plan
Topic: Language Disorder
Title: “Language disorders in children: associated
psychological problems, social competence and 
peer acceptance”.
Place: Language Units across the West o f Ireland-7 in total.
Protocol:
Data will be collated over a 3-4 month period. Recruitment will be from 
language units across the West of Ireland and informed consent obtained 
from parents. Participants will be interviewed on a one to one basis. The 
assessment protocol will include standardised measures o f language 
problems (TROG, CCC), emotional/behavioural problems (CBCL and TRF) 
and self-competence and acceptance (Harter Scale).
It is anticipated that 65-70 children wiU be recruited over the study time. A 
data base will be established on SPSS to enable the data to be analysed 
quantitatively  (correlational statistics).
5. PORTFOLIO OUTLINE
The portfolio will contain three dossiers each made up o f the academic, 
clinical and research requirements of the conversion programme. The 
general theme o f the portfolio is developing the role o f clinical psychology 
in the area of child clinical psychology.
1) Personal study Programme (PSP)
2) Academic Work : a) Pre-adolescent eating disorders: 
problems with diagnosis and treatment.
b) Encopresis in children- A critical review 
of the psychological literature.
3) Professional Dossier : a) BPS Royal Charter Certificate
b) Record of Continuing Professional 
Development
c) Service Evaluation
4) Research Dossier a) DipClinPsych Dissertation
b) PsychD Dissertation
PART 2
BPS ROYAL CHARTER CERTIFICATE AND STATEMENT OF
EQUIVALENCE
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Committee for Scrutiny of Individual Clinical Qualifications 
Statement of Equivalence in Clinical Psychology
This is to certify that the qualifications and experience of
EDEL MARIA McANDREW
have been scrutinised by the Committee for Scrutiny of Individual Clinical 
Qualifications on behalf of the Membership and Qualifications Board.
In the judgement of the Committee, those qualifications and experience are at least equivalent 
to those required for registration as a Chartered Clinical Psychologist and therefore for the 
practice of Clinical Psychology in tiie UK.
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for and on behalf of the Committee
24 June 1999
PART 3
RECORD OF CONTINUING PROFESSIONAL 
DEVELOPMENT
December 1997-present
I am currently working in a child and adolescent generic service and also 
provide a psychology service to child guidance and peadiatics as part of my 
current post. I have acquired experience in a wide range of professional tasks 
central to the role o f psychologist. In addition, my role as a child clinical 
psychologist involves consultation, teaching, training and court work. I work 
as part of a multidisciplinary team dealing with children up to the age o f 18 
years and their families.
I have considerable experience working as part of a multidisciplmary team 
assessing children and adolescents with a wide range o f problems. I also 
have special responsibility for the language unit in County Mayo, assessing 
children for admission to the language unit and evaluating then progress. In 
my post I do assessments, therapeutic work as well as training and 
consultancy work. In addition, I also work as part of the Child Protection 
team conducting investigative interviews with children where there has been
an allegation o f abuse.
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My awareness of psychology issues is maintained through my membership 
of the Psychological Society of Ireland and the British Psychological
Society.
The PsychD conversion course was part of a programme of continuing 
profession development (CPD) for which approximately two sessions per 
week was allocated. Further CPD activities during the period of registration 
included the following:
November 1997
St. John o f God’s Hospital, Dublin- ADHD workshop 
Facilitator: Professor Eric Taylor, UK. One day presentation.
Regional Psvcholosv Forums.
Throughout 1998 and 1999 attended monthly psychology forums which 
addressed current issues in child clinical psychology and clinical audit and
quality assurance.
April 1998
Western Health Board’s Health Promotion Unit- two-day workshop on 
writing articles for newspapers.
June 1998
Dublin Brief solution focussed Therapy with Difficult Clients workshop. 
Facilitator: Scott Miller, USA. Two day presentation.
12
September 1998
Western Health Board in-service training.
Two day workshop on how to conduct investigative interviews with 
children.
Februarv 1999
Iday in-service workshop on Issues and Procedures o f Child Protection 
Work.
Februarv —March 1999
4 day workshop on Child abuse investigations.
Facilitator: Dr. Alice Swan, Northern Ireland.
March 1999- In-service Training 
Brief interventions with young people, 
and drugs-1 day workshop.
March 1999
Psycholinguistics course —two day workshop.
Facilitator: Maggie Vance- University of London.
April 1999-Westem Health Board Health Promotion Unit 
Radio Training- two days. How to present yourself on radio.
April 1999
Peadiatric Neuropsychological Assessments-2 day workshop.
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Facilitator: Dr. Sonia Gatzanis, University of Hull.
June 1999
Fating Disorders- Working with Families-1 day workshop.
Facilitator: Gill Todd, Maudsley and Bethlem Hospital, London.
June 1999
Courtroom Skills: Court reports and presenting evidence in Court-2 day 
workshop. Facilitator: La Touche Bond Solon, legal consultants.
September 1999-Galway 
1 day National Conference on ADHD.
September 1999 
1 day in-service workshop 
on ADHD assessment
November 1 9 9 9 -Westem Health Board
B rief Solution Focussed Therapy- 2-day workshop.
Facilitator: Brendan Murphy-Regional Co-Ordinator of Counselling services 
December 1999
Assessment of Attachment-1 day course.
Presenter: Dr. Helen Gogarty, Northern Ireland.
Jflmiary 2000-Westem Health Board
Brief solution focussed therapy-2 day workshop.
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Review o f skills and applications of this model.
March 2000-Westem Health Board
Therapeutic Interventions in cases of Child sexual abuse -2 day workshop. 
Facilitator: Dr. Alice Swan, Consultancy service. Northern Ireland.
March 2000
Children and adolescents with eating disorders-1 day workshop.
Facilitator: Dr. Rachel Bryant-Waugh. Gt. Ormond Street Hospital, London.
April 2000-St. John o f God’s Hospital Dublin 
Psychological Perspectives on ADHD-1 day workshop.
September 2000
Cognitive behaviour therapy for children and adolescents-2 day workshop. 
Facilitator: Dr Anne Waters, University o f Southampton and Dr. Ruth 
Lawson, Ulster Community and Hospital Trust.
September 2000-Cerebral Palsy Ireland
Overview of Alert programme for children with sensory integration. 
Problems-1 day workshop.
December 2000
Quality assurance/ clinical audit-1 day workshop.
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PART 4
SERVICE EVALUATION
INVESTIGATIVE INTERVIEWING IN CHILD SEXUAL ABUSE 
CASES IN IRELAND AND THE ROLE OF CLINICAL 
PSYCHOLOGISTS
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INVESTIGATIVE INTERVIEWING IN CHILD SEXUAL 
ABUSE CASES IN IRELAND AND THE ROLE OF 
CLINICAL PSYCHOLOGISTS
1. BACKGROUND
Investigative Interviewing is a process that takes place when a child has 
disclosed abuse or an allegation is made. The child is then interviewed to 
investigate the allegation and to determine the extent o f the abuse. The 
provision o f Clinical Psychology services in the area o f Investigative 
Interviewing has accelerated in the last ten years in Ireland. Within the field 
o f child protection there are increasing demands on psychologists to become 
more actively involved in investigative interviewing. The role o f a Clinical 
Psychologist as part o f a multidisciplinary Child Protection team is now a 
recognised component of good practice in Ireland. There are, however, 
considerable variations in the levels of service nationwide. In some Health 
Board areas psychologists carry out investigative interviews as part of then- 
generic work while in other Health Board areas the Psychologist may be part 
of a specialist team. There are some areas in Ireland however, where this 
work is carried out solely by social workers with no involvement o f a 
Clinical Psychologist.
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A large volume of literature has been produced on conducting investigative 
interviews (Jones, 1992; Vizard, Bentovim, & Tranter 1987; Heiman, 1992). 
Despite this, no reviews have been conducted in Ireland into the role o f 
clinical psychologists in this area. The aim o f the present survey is to 
provide a picture o f the practices and strategies employed by Health Boards 
nationwide in the provision o f clinical psychology services in the area of 
child protection and the place o f investigative interviewing within that
provision.
2. The Current Clinical Dossier
This clinical dossier describes the area o f activity and service development I 
am involved in as part of my generic work as a child clinical psychologist in 
a cotnmunity care psychology service in Ireland. I work for the Western 
Health Board which is one o f eight Health Boards (Health Authorities) in the 
Irish Republic. Within the Western Health Board, there are three 
Community Care Teams, one in Galway, one in Roscommon and one in 
Mayo where I am based. The team I work in provides a psychological 
service to children up to 18 years o f age and their families. In Mayo, 
psychologists have been carrying out investigative interviews jointly with 
social workers since the late 1980's. There are however, regional variations; 
for example, in Roscommon and Galway psychologists have only recently 
become involved in this work. It was this regional variation within my
18
Health Board which prompted me to enquire as to the national picture.
1 Rackwound of Service In Mayo
The Community Care Psychology service in Mayo has worked with social 
workers in the area of Child Protection and Investigative Interviewing since 
the late 1980's. The Child Protection policy o f the Western Health Board 
states 'psychologists will contribute to the multi-disciplinary management of 
child protection cases’. Psychologists in Mayo co-work with social workers 
and the police in investigative interviews. Priority is given to children under 
12 years o f age who may have been abused. Older children are also seen 
when a psychological contribution is considered useful. Psychology is also 
one o f the appropriate disciplines that prepares victim impact reports for 
court and psychologists also provide therapy to children who have 
experienced abuse. Prior to carrying out investigative interviews all 
psychologists in Mayo have had specialist training. They receive ongoing 
training and the quality of the training is kept under constant review by the 
Core Group (see below); (Western Health Board, Child Care Policies and
Guidelines, 1998).
4. Core Group
The Core Group in Mayo is a Child Protection committee of Community 
Care Managers. The group consists o f a Senior Clinical Psychologist, Senior
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Social Worker, Senior Area Medical Officer, Senior Public Health Nurse, 
Child Care Manager and a Social Work Team Leader. The role o f Core 
Group is to co-ordinate, in a multidisciplinary forum, the investigation of 
suspected cases of child abuse by tracking child protection referrals. The 
Core Group complies with the national, regional and local policies and 
procedures. It aims to ensure expertise in the group by continually updating 
information and training. It also advises on the necessity o f Child Protection 
Conferences (Mayo Core Group Policy Document, 1997).
5. Historv o f CSA in Ireland
The legislation for child protection in Ireland was originally provided by the 
Cruelty to Children Acts o f 1889,1894 and 1904. These were superseded by 
the Children Act of 1908, which represented the legislative framework until 
the Child Care Act 1991 was implemented (Buckley, 1996). The 
development o f the child protection services in Ireland was greatly affected 
by international trends as well as by its own particular framework. The work 
ofKempe and Heifer into child abuse in the 1960's and the aftermath m 
Britain and USA o f child abuse scandals began to influence the way in 
which the problem of child sexual abuse in Ireland was addressed (Buckley,
1996).
In the 1980's the health services in Ireland were faced with the challenging 
task of responding to child sexual abuse. The number of reported cases o f
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child sexual abuse increased dramatically during the mid-eighties, which 
also coincided with signifieant media coverage o f the subject. As a result of 
wider reporting the Health Boards suddenly had to provide services to deal 
with reporting, validation and counselling for alleged victims of sexual 
abuse, both adult and child victims. Despite the high priority given to this 
area, resources and current practices of validation and assessment remain 
varied and not all praetices are multidisciplinary across each Health Board 
(Buckley, 1996).
In 1984 the Irish Council for Civil Liberties set up a working party on Child 
Sexual Abuse (CSA). Their report, published in 1989 recommended the 
practice o f mandatory reporting o f CSA and the co-ordinated provision o f 
child care services nationally which might ensure standardisation of 
responses to child abuse referrals. (Buckley, 1996). Also, the Law Reform 
Commission Report on CSA (1990) stipulated that the Police should be 
involved in the early stages of investigation o f child sexual abuse m order to 
facilitate the possibility of a prosecution. Prior to this the Police were not 
routinely involved in investigations.
The first Child Abuse Guidelines issued by the Department o f Health, 
known as the Memorandum on Non-Accidental Injury to Children, was 
issued in 1977. Further versions underwent a revision, from a focus on non­
accidental physical injury to a broadening of the definition of'abuse' to 
include neglect, emotional abuse and child sexual abuse. This represented a
21
wider theoretical base and recognition of the damage and maltreatment 
caused to children and also wider recognition in Irish society that such 
things happen. Despite widespread circulation of these guidelmes in 1987, 
the Report o f the Kilkenny Incest Investigation found that they were not 
being followed in a standardised way, and in many instances professionals 
Healing with children were not aware that procedures existed (McGuinness,
1993, Buckley, 1996).
6. The 1987 Department of Health Guidelines on Child Abuse,
The 1987 Guidelines stated that Multidisciplinary teams should be 
designated for the examination o f children and the validation o f allegations 
o f child sexual abuse. It also stated that the need for specialist interviewing 
skills, particularly when a young child is involved in a case of mterfamilial 
abuse, should be fully recognised by all professionals dealing with the case. 
The report o f the inquiry into Child Abuse in Cleveland in 1987 also 
highlighted the need for a multidisciplinary approach in investigative
interviewing.
7. Psvcholoffists and Investigative Interviews
The aim o f the investigating process is to establish, in as much detail as 
possible, whether abuse has happened and if a ehild is m need o f care and 
protection. To corroborate an adequate assessment, it is essential that high
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quality multidisciplinary working practices are adopted. Child interviews 
have to be conducted within the context of available research with particular 
reference to the memory ability of young children, the child as witness, 
bearing in mind how suggestible children are, normal language development 
and knowledge of sexuality given the child’s age (Rutter, 1994). 
Psychologists have special training and expertise through their involvement 
with children and families. They are familiar with the children's stages o f 
development, intellectual and emotional milestones and have developed 
skills of communicating with children, whether verbal or non-verbal (Jones. 
& McQuiston, 1988).
AIMS AND OBJECTIVES
The aim of this service evaluation is to look at the role o f Clinical 
Psychologists in Child Protection work. Further, to gather information on 
their perceptions and views on working in this area given the variability o f 
interview practice, some o f which are at odds with the recommendations in 
the literature. Many child clinical psychologists object to being involved in 
this work, seeing it as a specialist forensic field. Others find it very stressful 
as it puts huge demands on their time because o f the priority given to these 
types of referrals and the additional work of report writing and possible
court attendance.
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The snecific objectives of the survey are:
1. To examine the role o f  Clinical Psychologists in Child Protection work 
and the value if any, o f  their contribution. Is this contribution unique? Do 
psychologists have particular skills to impart to this type o f  work, or could 
the role o f  psychologist in this process be fulfilled by another social worker?
2. To look at and compare Community Care generic services with Specialist 
Child Abuse Teams. Which service provision works best?
3. To examine the Models o f Current Practice. Do they vary across the 
country?
4. To generate ideas and suggestions for future practice. Highlighting what 
works and what needs to be changed.
In order to establish what the existing practice o f other psychologists was in 
relation to Child Protection work around the country a questionnane was 
devised and sent to community care psychologists and psychologists 
working with children and families in Child Guidance services nationwide. 
The covering letter with the questionnaire explained that I was ‘Conductmg 
a nationwide survey into the role of Psychologists in Child Sexual Abuse 
Investigations'. This service evaluation sought to highlight the role of 
psychologists in this aspect of Child Protection in Ireland, to make
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observations on current practice and to recommend the possible direction of 
future practice.
METHOD
Participants
The population in this survey included all clinical psychologists Avorking in 
child services such as community care, paediatrics and child guidance in the 
Republic o f Ireland. Each of the Health Boards were contacted to check how 
many psychologists they employed in their child services. On average, there 
were approximately four psychologists in each county, therefore four 
questionnaires were sent to the senior psychologist (head o f department) m 
each service. A cover note advised them to photocopy the questionnaire if 
the number of psychologists in their department exceeded four so that as 
many psychologists as possible would respond.
Materials
In order to establish what other psychologists were doing in relation to Child 
Protection work around the country, a questionnaire was compiled. The 
questions were based on the main areas of investigative interviewing, such 
as decision making, preparing and conducting the Investigative Interview 
and the involvement of other professionals following consultation with the
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multidisciplinary child protection core group in Mayo Community Care and 
Western Health Board guidelines and protocol. A pilot o f the questionnaire 
was sent to the members o f Core Group before the final version was 
distributed. The questionnaire consisted o f 17 questions and was completed 
by 40 psychologists, which represents an overall response rate o f 44%. 
Reminder letters were sent out and follow-up phone calls made. At the 
outset, it was not clear who or what services were involved in this type o f 
work given the considerable variation across the country. Therefore all 
Health Board Child Psychology services were contacted. Follow-up contact 
revealed that those services that did not respond were not involved in this 
type of work whereas all those services that did respond were involved. In 
some cases just the senior psychologist (head o f department) responded on 
behalf o f the team and in others all team members responded. A copy o f the 
questionnaire is in the appendix.
PROCEDURE
One hundred self-completion questionnaires with covering letters (see 
below) were sent to psychology departments across all o f the eight Health 
Board areas in 25* counties in Ireland. The cover letter stated; “Dear 
colleague, I am conducting a nationwide survey into the role of 
psychologists in child sexual abuse investigations. As you know there are
‘Counties Offaly and Laois have a combined community care service.
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discrepancies throughout the country in this practice with some Community 
Care psychologists very involved in this type of work and others not. I attach 
a copy o f the survey which I hope you will circulate to members of your
team”.
RESULTS
O f the 100 questionnaires, 40 were returned out o f a possible total o f 
91(some posts were vacant at the time) who were currently working in child 
services. This represents an overall response rate of 44%, which is very low. 
This low response may indicate that fewer psychologists than expected are 
involved in child protection work and they therefore may have decided not
to contribute to this study.
Results were as follows^
Development of Service
Table 1 shows that most of the replies came from Community Care 
psychologists (62.5%) with fewer replies from specialist services (7.5%), 
which was expected given the higher proportion of psychologists employed
in community care settings.
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TABLE 1
n u m b e r  o f  p s y c h o l o g is t s  r e s p o n d in g  a n d  t y p e  o f
SERVICE
Community Care Psychologists 62.5% (25)
Specialist Teams 7.5% (3)
Specialist Therapy Services 5% (2)
Child Guidance 17.5% (7)
Incomplete Questionnaires 7.5% (3)
Total Replies
40
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TABLE 2
DISTRIBUTION OF REPLIES FROM EACH HEALTH BOARD
I  Eastern Health Board
Dublin 8/16 
1 Kildare 0/2 
1 Wicklow 3/4 
1 Total = 11/22
I  Midland Health Board
1 Offaly/ Laois 2/2 
Westmeath 1/1 
I Longford 0/2
Total = 3/5
North-Eastern Health Board
Louth 2/5 Monaghan 0/1 
Cavan 0/1 
Meath 1/1 
Total = 3/8
North-W estern H ealth Board
Donegal 0/10 
Leitrim 0/1 
Sligo 1/5 
Total = 1/16
Southern Health Board
Cork 4/4
Kerry 1/1 Total = 5/5 
Western Health Board 
Mayo 2/4 Roscommon 3/3 
Galway 6/10 
Total = 11/17
MiH-W«stern Health Board Soiith-Eastem Health Board
I Limerick 2/2 Kilkenny 0/4 Tipperary 0/2
I Clare 0/1 Carlow 0/2 Wexford 0/3
Waterford 4/4
I Total = 2/3 Total = 4/15
Total responses = 40 (44%) out of a possible 91.
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Most of the replies came from the Eastern (27%) and Western (27%) Health 
Boards with responses from two out of three counties in the Eastern area and 
responses from each o f the three counties in the Western region. There were 
responses from 14 counties with no responses from 11 counties (44%) which 
represented almost half o f the services contacted. Therefore the overall 
response rate was 56% across the eight Health services in Ireland. However, 
although there were no replies from 11 counties there were responses from 
each of the eight Health Boards. Of the total number of respondents who did 
reply, 52.5% (21) o f these regularly carried out investigative interviews.
Nine (22.5%) o f the psychologists who replied stated that their role m 
investigative interviews developed out o f a request from Core Group 
(multidisciplinary team) that psychologists join social workers in the 
investigation. A multidisciplinary approach was preferred to a sole 
professional one by social workers alone.
Fifteen (37.5%) of respondents said they had no direct role in child 
protection work and they referred such cases to a specialist team in their 
area. The special units named were St. Louise’s, Dublm; St. Clare s, 
Dublin; Waterford Hospital, Waterford and St. Finbar’s, Cork. The 
distribution o f replies is quite uneven, with most responses being from the 
Western and Eastern Health Board areas and poor response rates from 
others. Therefore this cannot be taken as a representative sample. 
Nevertheless, the results do give a picture of current practices nationwide.
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One (2.5%) respondent stated that their service developed out o f a request by 
social work. Five (12.5%) respondents stated that social workers only were 
involved in investigative interviews in their Community Care service and 
One (2.5%) reply stated that social workers carry out this work with another 
professional such as a Public Health Nurse or an Area Medical Officer with 
no involvement from Psychology. Two (5%) respondents stated that a 
clinical psychologist is only occasionally involved in investigative 
interviews and the decision to include psychologists rests with the head of 
the Psychology department. Two (5%) stated that they worked in a 
specialist team as part of a Community Care service. Three (7.5%) o f the 
psychologists who replied worked in a Community Care service with a 
specialist team as part of their service provision but had no involvement 
themselves. Two (5%) of these respondents expect that the roles will rotate
and they will be involved in the future.
Eighteen (45%) o f respondents stated that their service fulfils both the 
validation process (confirmation of whether or not the allegation is true) and 
the therapeutic requirements o f the child. Eight (20%) stated that their 
service offers only the therapeutic needs. Two (5%) of respondents stated 
they refer child sexual abuse victims to Child Gmdance services for 
therapeutic work and three (7.5%) stated they only offer validation and do 
not do any follow up therapeutic work.
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Referral Procedure:
Twelve (30%) respondents replied that the core group in their service 
receives and allocates referrals on a geographical basis. Six (15%) stated 
that in their service there are weekly child protection meetings where social 
workers present child sexual abuse referrals and the role o f psychology is 
decided. Three (7.5%) of psychologists stated that the allocation of child 
sexual abuse referrals is made to them via psychology team meetings.
One (2.5%) psychologist stated that referrals are made directly to the Child 
Care Manager in their Community Care service. Five (12.5%) of 
respondents replied that they see children up to twelve years o f age jomtly 
with social work for investigative interviews.
Initial Investigation:
Six (15%) of respondents replied that the initial investigation, assessment 
and treatment is carried out by a multidisciplinary team in their Commumty 
Care service. Twelve (30%) stated the initial investigation is earned out 
jointly by psychologists and social workers and involves interviewing 
parent(s) and sometimes the referral agent, gathering background 
information before commencing formal investigative interviews with the
child and parent(s).
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One (2.5%) respondents stated that their psychology department was 
initially involved in investigative interviewing as part o f the Commumty 
Care service in their area. However, their role was gradually reduced due to 
complicated social work protocols to that of occasional involvement which 
is decided by the head of the psychology department.
One (2.5%) respondents stated that their Community Care service had 
carried out investigative interviews as part o f their generic work but as 
discrepancies began to emerge and in light o f the Kilkenny Incest Report 
document, they stopped this work and a specialist team was subsequently set 
up in their Health Board area. One (2.5%) repUed that then 
specialist service was modelled on the specialist team in Temple Street
Children's Hospital, Dublin.
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Protocol and Procedures:
Decision to Conduct Interviews
TABLE 3
Multidisciplinary Team Meet Weekly Making Decisions About Investigative Interviewing 22.5%(9)
V, • 22.5%(9)No Experience
Do Not Know How CSA Referrals are Processed 2.5%(1)
Depends On Case, Whether an Interview is a Recommendation of a Case Conference 2.5%(1)
Decision Made at Team Meetings (unclear what type i.e. Psychology or social work, etc.) 10%(4)
Decide for Themselves 
Decision Made by Social Work Dept.
Child Protection Team Decide 
Joint Decision (unclear what was meant by ‘joint’) ^
Decided by the Special Assessment Team 
Decided by Senior Clinical Psychologist
12.5%(5)
No Response
2.5%(1)
7.5%(3)
2.5%(1)
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HOW DECISIONS ARE MADE ABOUT INVESTIGATIVE 
INTERVIEWING
From Table 3 it can be seen that there is considerable variation in the way 
decisions are taken about conducting investigative interviews. Less than a 
quarter o f the sample, Nine (22.5%) decide at multidisciplinary team 
meetings whereas others reported that decisions are taken by various others, 
ranging from senior psychologist or social work department to deciding for
oneself.
How Are Referrals processed?
Referrals were reported as being processed in the following way: Seventeen 
(42.5%) of respondents stated that a multidisciplinary Core Group processed 
CSA referrals in their service; Ten (25%) stated that referrals were processed 
by the Social Work Department only; One (2.5%) reply from a specialist 
service stated that referrals are processed within their own multidisciplinary 
team, and one (2.5%) replied that all CSA referrals are forwarded to a 
Specialist Team to be processed. Five (12.5%) did not respond to this
question.
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Are Assessments Multidisciplinary?
TABLE 4
The number of multidisciplinary assessments:
Multidisciplinary Assessments 45%(18)
Not Multidisciplinary 10%(4)
Occasionally Multidisciplinary 7.5%(3)
Not Sure 2.5%(1)
No Response 35%(14)
The multidisciplinary teams were listed by respondents as consisting of 
Psychologist, Social Worker, Public Health Nurse, and Area Medical Officer 
and in some services a Child Psychiatrist.
Do you always interview the Non-abusing Parent?
Responses to the above question were as follows:
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TABLE 5
Interviewing the non-abusive parent:
Yes
Not Applicable 
Occasionally
Done By Social Worker (Psychologist only Interviews Child)
55%(22)
10%(4)
7.5%(3)
7.5%(3)
Appointments Offered to Parents of Victim and Child or Adolescent Perpetrator 7.5%(3) 
Complete Parent Protocol Form with Parents 10%(4)
No Response 2.5%(1)
Additional comments were made in relation to this particular question.
These included the importance of interviewing parents o f the victim in order 
to ascertain the parents understanding of the allegations; to give parents an 
opportunity to voice their concerns and the importance o f never launching 
into an interview with a child without having interviewed the parent(s) first 
were emphasised by different respondents.
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Medical Examinations:
In relation to the question ‘Is a medical examination always offered as part 
o f the assessment?’ the results were as follows:
TABLE 6
Yes 22.5%(9)
No 15%(6)
Varies 5%(2)
Don’t Know 30%(12)
Not Applicable 2.5%(1)
No Reply 25%(10)
Six respondents (15%) replied no to this question even though the literature 
supports the practice of all children suspected o f being sexually abused 
having a medical examination (Kemp & Kemp, 1984; Sgroi, 1978; Porter & 
Blick, 1985). While this is a strong recommendation, the compliance with it 
is often not addressed (Hibard & Zollinger, 1992). The purpose o f a medical 
examination is to determine the plausibility o f sexual abuse and to reassure 
the child and family regarding possible physical sequelae (Muchlinski, 
Boonstra & Johnson, 1989; Hibard & Zollinger, 1992) and should be part o f 
a comprehensive assessment (Hibard & Zollinger, 1992)
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MODELS OF PRACTICE
Model of Initial Assessment 
TABLE 7
Follow Alice Swan’s Model 7.5%(3)
Follow Sgroi’s Stepwise Interview Technique 5%(2)
Follow British Memorandum of Good Practice 10%(4)
Follow Model by Jones & McQuiston 5%(2)
Administer Parent Protocol Form 7.5%(3)
Follow Current Model Of Practice (Did not elaborate) 5%(2)
Use Semi-Structured Interview Approach 7.5%(3)
Unsure/Didn’t Understand Question 27.5%(11)
Did Not Respond to Question 25%(10)
Three (7.5%) stated that after the referral from Core Group they interview 
the parents first to assess for additional concerns within the family then with 
parental permission they interview the child. Seven (17.5%) replied that the 
Social Work Department carry out the initial risk assessment and child 
protection procedures are put in place before formal interviewing begins. 
One (2.5%) respondent stated that the parental interview focuses on the 
parents understanding o f the allegation and information they have before
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their child is interviewed, usually on their own. One (2.5%) explained that 
they use an exploratory and information gathering approach as part of a non­
directive interview method with emphasis on rapport building followed by 
an enquiry about the alleged abuse using open, non-focused questions 
through to more direct questions if appropriate. One (2.5 /o) respondent 
replied that they do joint preparation work with a Social Worker, gathering 
background information before commencing the interview. A further reply 
(2.5%) reported that if the allocation is appropriate they see the parent(s) and 
then the child. One (2.5%) o f respondents from a Specialist Service stated 
that referrals are dealt with by a Notifications Committee before being 
referred to the Specialist Unit and then following an investigative interview, 
referrals for therapy are made by the Social Worker allocated to the case. 
One (2.5%) stated that they assess the child by a multidisciplinary history 
taking of the child and family then they explore the concerns o f the 
parent(s).
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The Role of the Police in Investigative Interviewing.
TABLES
Were the Police a help or a hindrance?
Had difiSculty with the police 37.5%(15)
Had no difficulty with the police 12.5%(5)
Little experience of the police 12.5%(5)
Police not present for joint interviews 5%(2)
Police present only as observers 2.5%(1)
No Reply 30%(12)
Only one (2.5%) respondent stated that they found the Police to be sensitive 
and that joint specialist training with the Police had helped to develop good 
working relationships with Psychology, Social Workers and other members 
o f the Child Protection team.
The main advantages cited in favour o f joint interviews with the Police were 
that it reduced the need for repeated interviews with the child. Police 
presence also leads to better communication with the workers. One (2.5%) 
respondent reported that the child does not have to make a separate 
statement after the interview (however the practice o f doing a separate
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statement is quite common). Other comments included that it may be 
positive for the child to have a police officer present as this shows the child 
is being taken seriously. One (2.5%) reply also commented that joint 
interviews with the police work well when Police and Child Protection 
Workers have had joint Specialist training. One (2.5%) replied the Police 
may also learn from observing Health Board Staff interviewing children.
One (2.5%) stated that police involvement may give the process a more co­
ordinated approach. It may also improve the quality o f the interview. As a 
result the process can be more transparent, the legal emphasis can make the 
case much clearer and can also speed up the process.
However, most o f the comments fifteen (37.5%) report considerable 
difficulties with the Police. Psychologists reported that the Police emphasis 
is very much a legal one. This emphasis can put Psychologists and other 
workers in a ‘policing role’ and there is pressure during an interview to 
gather evidence. The Child Protection concerns therefore often conflict with 
the legal ones. Police also insist on sitting in the interview room with the 
child rather than behind a one-way mirror. This increases the number of 
adults in the room, and can add to the child’s stress. Respondents 
commented that the Police often are not very skilled or experienced in 
interviewing children because they are working from a different perspective 
and they can put pressure on the child. They also stated that despite the 
emphasis from the Police on the legal issues, the legal system can be very 
slow and expectations are raised about the case going to Court, which may
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not be fulfilled as few cases actually reach the Courts. Children and parents 
may also feel inhibited by Police presence.
Some Police officers insist on sitting in on an interview and then taking a 
separate Statement. Some respondents reported that the Police should 
undertake joint Specialist training with Health Board Staff and they should 
also become part of the multidisciplinary team, as is the practice in the U.K.
Type of Service:
Generic Vs Specialist teams
Eighteen (45%) reported being very much in favour o f Specialist Teams 
whereas only three (7.5%) stated that they preferred Community Care 
Generic Teams. Two (5%) stated they were in favour o f Specialist Teams 
within a Community Care Service, who would work half the week on Child 
Protection work and other half o f the week on a generic case load; one 
(2.5%) o f respondents replied there was a role for Specialist teams but not in 
isolation; a further one (2.5%) stated Specialist teams should be located 
within each Community Care area. Two (5%) o f respondents stated that 
they liked the close partnership o f Psychology and Social Work, working in 
pairs as part of a generic team; one (2.5%) emphasised the importance o f all 
workers in this area being properly trained and interested in this type of 
work; one (2.5%) reported CSA cases are much better managed by 
Specialist teams given that CSA cases can be very complex especially if  
Court Reports are involved two (5%) o f respondents also said they were in
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favour o f Psychologists being part of Specialist Child Protection teams but 
that the Psychologist should also keep a small caseload of generic work to 
keep them grounded in therapeutic and counselling work and to avoid them 
becoming deskilled in other areas. One (2.5%) respondent also emphasised 
a preference for having a mixed caseload.
The main advantages respondents gave for having a Specialist Team 
were as follows:
1. Psychologists develop good working relationships and they have more 
team support.
2. Psychologists develop and build up expertise in this specialised area and 
have experience of working together regularly.
3. Legal advice is easily accessible.
4. Specialist Teams are very safe, everyone is clear about their role.
5. Allows for good liaison with the Police.
6. Therapeutic and family assessments should be the main role o f follow-up 
work done by Psychologists working in Child Protection.
7. Forensic nature of the work requires a Specialist Team.
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Disadvantages of Specialist Teams;
The main comments were as follows:
1. De-skills Psychologists.
2. Procedure is complicated especially if  validation is done by Specialist 
Team and they refer back to Community Care for follow-up therapeutic 
work.
3. Very demanding work and Professionals in Specialist Teams may ‘bum 
out’ quickly.
4. Not always very accessible, often some distance to travel for the parent(s) 
and child.
Advantages of Communitv Care Teams:
1. Work load more balanced.
2. More easily accessed and flexible as most community care services
exist within each county.
3. Psychologists are very familiar with interviewing children and are 
ideally suited to this work.
Disadvantages of Communitv Care Teams:
1. Community Care teams seem to be just developing in many areas.
2. Difficult area o f work which requires a Specialist Team approach.
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3. Specialist and time consuming work which takes time to build up skills.
4. Very difficult to develop specialist skills whilst doing generic work.
5. Insufficient money allocated to Community Care Teams for adequate 
specialist training purposes and facilities.
6. Psychologists in generic teams do not have the time and resources to 
commit to this specialist area.
7. Services in Community Care can be very fragmented.
More general comments about the role o f Psychologists in this area included 
concern expressed about Psychologists becoming ‘forensic investigators’ or 
developing a policing role in this field o f work. Others stated that 
Psychologists have a very useful contribution to make to this area given their 
background in developmental, forensic and experimental Psychology. 
Different respondents stated that psychologists should not routinely be 
involved in this type of work unless special circumstances warrant it, such as 
a child with a learning disability or communication problems, etc. Another 
respondent argued that the role o f Psychologists in this area needs to be 
regularly reviewed. Others stated that therapeutic and family assessments 
should be the role o f Psychologists with victims as opposed to involvement 
in the validation process. One respondent suggested that Psychologists 
should also be involved in the training o f Police for this work.
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Some respondents expressed doubts about Psychologists ability to carry out 
both the validation and therapeutic work together. Another Psychologist 
reported conflict between the forensic nature o f the work, which is more 
specialised, versus the generic role of the Clinical Psychologist in 
Community Care. One respondent stated that Psychologists bring a 
Scientific method to interviewing children in the pursuit o f a valid testimony 
from the child. Another Psychologist commented on how confusing it can 
be for families to attend two services: a specialist one for validation and a 
further service for therapeutic work. Others emphasised the importance of 
generic teams providing the therapy following the validation by a Specialist 
team and the importance of keeping the two separate.
Preparation of Investigative Interviews
Twenty (50%) of respondents reported that they take a detailed 
developmental history. Four (10%) stated it wasn't always necessary and 
one (2.5%) replied ‘no’ to this question, one (2.5%) replied they had only 
taken a detailed developmental history on one occasion. Seven (17.5%) o f 
respondents stated that they used the Parent Protocol Form, which seeks 
specific developmental details. Four (10%) stated they use their own local 
initial interview forms and one (2.5%) stated they use a lengthy form 
devised by the Child Protection Co-ordinator in their service but this form is 
currently under review, one (2.5%) replied specific checklists are not 
always useful or helpful because some psychologists find them misleading
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or non-relevant. Four (10%) respondents reported they do not use any 
specific checklist or protocol forms.
Facilitating the Interview 
TABLE 9
Use Red Flag/Green Flag Books & Provide Paper and Pencil 
Provide Art Materials and Dolls House 
Provide Jigsaws and Anatomically Correct Dolls
12.594(5)
30%(12)
5%(2)
Do Not Use Anatomically Correct Dolls only Provide general toys 17.5%(7)
Use Pictures of Naked Body Outlines to help identify body parts and Anatomically 
Correct Jigsaws 5%(2)
Provide Snacks and Drinks 5%(2)
Provide Specialist Books Toy Telephone and puppets 7.5%(3)
Don’t use anything outside regular interviews 10%(4)
Did not Reply 7.5%(3)
The above table gives a breakdown of the type o f materials used to facilitate 
investigative interviews. The majority o f those surveyed (30%) provide art
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materials and a dolls house in order to facilitate the interview. 10% made 
the point that in order to make the process more normal they do not use any 
specialist materials. Only 5% reported using anatomically correct dolls, 
which is surprising given the emphasis on these in the literature as an aid to 
interviewing (Boat & Everson, 1988a; Macfarlane & Krebs, 1986; Vizard 
&Tranter, 1988).
Leading the Interview 
TABLE 10
Interview Lead by Psychologist 7.5%(3)
Led By Social Worker 5%(2)
Lead By Either 50%(20)
Depends On Worker 12.5%(5)
Social Worker and Doctor 7.5%(3)
No Response 17.5%(7)
One (2.5%) respondent stated that a psychologist leads if  the interviewee is a 
young child and the social worker then interviews the parent(s). One (2.5%) 
stated it depends on the case and also on gender issues. Two (5%) o f 
respondents stated all the professionals within the team have key worker 
responsibilities on each case.
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Recording the Interview 
TABLE 11
Do Not Record Interviews 60%(24)
Sometimes/Not Routinely 2.5%(1)
Always record Interviews 7.5%(3)
Do Not Have the Facilities 5%(2)
Problems with Storage Space and Access to Videos 5%(2)
Avoid Recording Due To Possible Legal Difficulties 5%(2)
Record by Notes Only After the Interview 5%(2)
Audio equipment available but not used 7.5%(3)
Sometimes Use Audio Equipment 2.5%(1)
One (2.5%) respondent emphasised that videoing of investigative interviews 
is strongly recommended by the UK memorandum of good practice. Despite 
this and the legal requirement to record investigative interviews if  an 
interview is used as evidence in court, a surprising 82.5% (33) o f the 
respondents do not record the process. Reasons put forward for not 
complying with this were unavailability o f recording facilities; avoidance 
due to possible legal difficulties as few interviewers feel comfortable being 
recorded and may want to avoid the possibility o f being cross-examined on 
their performance. A further reason reported was the difficulty with the 
storage o f videos. This not only refers to the physical storage but also how
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long the videos are kept for and maintaining confidentiality and who will 
have access to them.
Arrangements to facilitate child friendly investigative interviews
TABLE 12
Comfortable Furniture, Use ‘Appropriate Toys’ 5%(2)
Offer Snacks and Drinks 2.5%(1)
Importance of Interviewers Personal style and Quality of Interaction, make Interview
Room Bright and Cheerful
Provide Art Materials
Purpose Built Rooms for Interviewing
Help Parents to Prepare Child, Organise and Prepare Room In Advance
Allow Child to Ask Questions
Allow Period of Free Play
Make Room Child Friendly (did not elaborate)
Establish Rapport before Formal Interviewing Begins
Pace Interview to Suit Child’s Age/ Developmental Level
Use of Appropriate Language
Provide Special Playroom
Provide ‘Very Little’, ‘FaciUties Appalling’
Did Not Reply 
Don’t Know
10%(4)
5%(2)
5%(2)
5%(2)
7.5%(3)
2.5%(1)
20%(8)
12.5%(5)
7.5%(3)
5%(2)
2.5%(1)
5%(2)
2.5%(1)
2.5%(1)
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The above responses reflect each respondent’s first reply. In preparation for 
an investigative interview, responses indicated that practices vary 
considerably. These included providing snacks to allowing a period o f fi-ee 
play. A quarter o f  the sample (10%) stated the importance o f the interview 
technique by way o f the interviewer’s personal style. Only two (5%) stated 
that they had a special room for conducting these types o f interviews with a 
further two (5%) stated that the facilities in their areas were “appalling”. 
Only two (5%) o f respondents emphasised the importance o f providing 
snacks and drinks for children during the interview. Five (12.5%) stated the 
importance o f spending time with the child at the beginning o f the 
investigative interview to establish rapport.
Training 
TABLE 13
Received Specialist Training 10%(4)
Alice Swan Course* 30%(12)
Receive Monthly Supervision from Specialist Team 2.5%(1)
Temple Street Training 15%(6)
Attended Conferences Abroad 5%(2)
In-Service Training-EHB 10%(4)
Training In Specialist Service 10%(4)
Attended Workshops in Ireland 5%(2)
Watched Video on Investigative Interviewing 2.5%(1)
No Specialist Training 10%(4)
* Name of course facilitator
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The findings of this study indicate that the type of training received is quite 
varied with 30 (75%) having received some specialist training, four (10) 
having no training and seven (17.5%) having what would seem like only a 
brief introduction to investigative interviewing by way o f attending a 
workshop or conference or having watched a video. It is also unclear as to 
the quality of the training received and whether or not these courses have 
been evaluated or validated to any particular standard.
The Alice Swan course is run by Dr. Alice Swan, a Consultant Paediatrician 
based in Northern Ireland who is an independent consultant in child abuse 
work. Temple Street refers to Temple Street Children’s Hospital in Dublin, 
which has a sexual assault unit where investigative interviews are conducted 
by a specialist team.
DISCUSSION
The aim of this service evaluation was to examine the role of Clinical 
Psychologists in Child Protection work, to examine the Models o f Current 
Practice, to compare Community Care generic services with Specialist Child 
Abuse Teams and to generate ideas and suggestions for future practice.
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The Role o f Clinical Psychologists in Child Protection Work
The majority o f the respondents were Community Care Psychologists. 
Surprisingly, fifteen (37.5%) o f all the respondents stated that they had no 
involvement in investigative interviewing with a further fifteen (37.5%) 
(including specialist teams) regularly carrying out this work. It is interesting 
to note that from the responses there seems to be only one community care 
service that has a core specialist team. The rest o f the psychologists surveyed 
(excluding Specialist Units) seem to be doing investigative interviews as 
part o f  their generic community care work or refer cases to specialist units o f 
which there are only five in the country. Therefore, specialist teams must be 
difficult for families and other services to access and travel to. One wonders 
when referring a child for an investigative interview how many professionals 
along the way have they had to tell their alleged experiences o f abuse to? 
This also depends on who the child discloses to in the first instance. Ceci 
and Bruck (1995) caution about repeated interviewing with children. They 
warn that this practice can lead to the creation o f false memories, especially 
in pre-school children. Thus, the way in which referrals are processed must 
have an effect as the referral procedure is the first introduction to the 
investigative process.
The majority of services (18/45%) seem to be offering both the validation 
and the follow up therapeutic work for the child and family with eight (20) 
offering therapy only and three (7.5%) carrying out only the validation.
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There is much to be said for having different key workers for the 
investigative interview and separate workers for the therapeutic work. As the 
comments from the questionnaire reflected, psychologists conducting the 
investigation can be influenced by the legalistic nature of the work and this 
may conflict with the therapeutic work later.
Communitv Care Generic Services versus Specialist Child Abuse Teams.
Eighteen (45%) respondent reported being very much in favour of Specialist 
Teams whereas only three (7.5%) stated that they preferred Community Care 
Generic Teams and only two (5%) stated they were in favour of Specialist 
Teams within a Community Care Service. Respondents made a number o f 
comments about Psychologists having the advantage of developing and 
building up expertise when working in a specialist service and the forensic 
nature o f the work requires a Specialist Team approach. Other comments 
included the view that being in a specialist service actually de-skills 
Psychologists and that community care services are much more easily 
accessed and flexible. Some respondents stated that it is very difficult to 
develop specialist skills whilst doing generic work. Respondents also 
expressed concern about Psychologists becoming ‘forensic investigators’ 
and some respondents expressed doubts about Psychologists’ ability to carry 
out both the validation and therapeutic work together.
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Models of Current Practice
There seems to be huge variation in how the decision is taken to proceed 
with an investigative interview. Practices vary from services where such 
decisions are taken at a multidisciplinary Child Protection Core Group (in 
keeping with the guidelines on good practice), to those who did not know 
what the model o f practice was.
The most frequently reported comments about working with the police 
referred to experiencing difficulty (15(37.5%). Suggestions for improving 
this relationship were made with regard to having joint specialist training 
with the Police. Respondents commented that the Police often are not very 
skilled or experienced in interviewing children and they can put pressure on 
the child because they are working from a legal perspective.
With regard to anatomically correct dolls, only two (5%) respondents claim 
to use them. Some mention was also made o f using anatomically correct 
jigsaws (2(5%). There is great controversy about using anatomically correct 
dolls in investigative interviewing. Vizard’s (1991) review o f A/C dolls 
indicates that children who are abused may well demonstrate more sexual 
activities when presented with the dolls. The dolls are used as an aid to 
memory but there is concern in ensuring that attempts to frcilitate children s 
memories should not be overly leading or pressurising (Jones, 1992). In
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particular, pre-school children are proportionately more vulnerable to 
suggestion than either school-aged children or adults (Ceci & Bruck, 1995).
Given the importance o f good record keeping o f investigative interviews it is 
surprising that (15(37.5%) o f respondents stated that they do not use audio 
or video equipment to record interviews. According to Ceci and Bruck 
(1995) electronic (videoing, taping) recording of investigative interviews is 
crucial to rule out the potential influences o f coaching and interrogative 
suggestion. They emphasise the importance o f electronically recording all 
interviews with the child as written summaries o f unrecorded interviews are 
subject to a number o f distortions. Electronic recording also provides a 
verbatim record o f the adult’s and the child’s words. La Fontaine (1994) in 
her analysis o f allegations o f ritualistic abuse, commissioned by the 
Department o f Health (U.K.) complained that summaries of interviews 
frequently neglected to include important contextual information (Ceci & 
Bruck, 1995). Boat & Everson, (1988b) and Davey & Hill, (1999) also 
found videotaping o f investigative interviews to be a minority practice.
Ceci and Bruck (1995) argue that video recording o f investigative interviews 
spares children from multiple interviews because other investigators can 
review earlier interviews rather than repeat the process. Also, videotapes 
may provide an incentive for interviewers to conduct proper interviews 
because they know that they may be scrutinised by a defence team in court 
and videos preserve the evidence o f abuse.
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Ideas and Suggestions for Future Practice
Clinical psychologists need to work as part of a multidisciplinary team when 
conducting investigative interviews with children. A range of skills and 
services are necessary in order to carry out a thorough investigation, with 
particular attention to the legal aspects of this type of work. The skills 
required range from setting up the interview and deciding and planning how 
to proceed (bearing in mind the age of the child), to interviewing the child 
and his or her parent(s) and providing a place of safety if required.
The area of multidisciplinary approaches to initial investigations, 
assessments and treatment also enables victims and their families to avail of 
the adequate provision of services. Given the variations in practice and 
controversy surrounding the use of anatomically correct dolls more work 
needs to be done to evaluate the outcomes o f child protection work. 
Attention also needs to be given to the role o f the police in investigative 
interviews. Clearly, this is an area o f difficulty which needs to be eliminated 
given that the assessment process aims to also be the beginning o f the 
therapeutic process by helping the child to acknowledge what happened in a 
safe and conflict free surroundings. Careful consideration needs to be given 
to the practices and procedures followed in investigative interviews.
A complex network o f services is required in dealing with the care and 
protection of abused children. The responses show that current practices are
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very fragmented with psychologists following different methods of working 
and in some areas there is a poor awareness of guidelines. The results from 
the survey indicate that most psychologists are in favour o f a specialist 
service to carry out the investigation with the community care services 
providing the therapeutic work. It would seem feasible therefore, to set up a 
specialist team within each community care area with the psychologist 
working as part o f this team for 2-3 days a week and doing community care 
work the rest o f the week, making provision for weekly multidisciplinary 
team meetings to gather information, decide how to manage cases and for 
peer supervision and support.
Respondents seemed unclear when asked about their model o f practice and 
this needs to be addressed so that psychologists are clear about what 
procedures to follow, particularly given the forensic and legalistic nature of 
the work. A national model o f practice needs to be agreed and implemented 
by all o f the Child Protection services nationwide. A member o f the C.P. 
team in each Health Board area could coordinate specialist training, liase 
with other Health Boards, gather information and update the services on new 
research in this area.
Given the unevenness o f the response rate from around the country, this 
sample can therefore only be seen as a census rather than a random sample 
representative of the child care services across the country. Nevertheless, 
despite its limitations, this study tells us what little we know about
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investigative interviews and points out possibilities for future research. The 
present survey also underlines the need for revised guidelines given that 
current practice varies considerably.
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Bord Slâinte an larthair
Western 
Health Board
Teiepiione(094) 22333 
FaxNo.: (094)261.10
Psychology Department, 
Hill House, 
MoimtainView, 
Castlebar, 
Co. Mayo.
31 May, 1999
Dear Colleague,
I am conducting a nationwide survey into the role of Psychologists in child sexual 
abuse investigations. As you know there are discrepancies throughout the country in 
this practice with some Community Care Psychologists very involved in this type of 
work and others not. I attach a copy of the survey which I hope you will circulate to 
members of your team. I would appreciate it if the completed questionnaires could be 
returned to me by 30th June 1999. If you have any queries please do not hesitate to 
contact me at the above number.
Yours sincerely,
del McAndrew
Clinical Psychologist
SMALL SCALE SURVEY INTO THE INVESTIGATIVE INTERVIEWING OF 
CHILDREN IN IRELAND AND THE ROLE OF PSYCHOLOGISTS IN THIS 
PROCESS.
1) Briefly comment on how your service for working with victims of child abuse 
developed. Please explain your referral procedure, initial investigation, 
assessments, etc. . >
2) Please outline your model of initial assessment.
3) Are assessments multidisciplinary?
4) How are child abuse referrals processed in your service? Is this done by the 
Social Work department or is there a multidisciplinary Core Group that 
processes C.S.A referrals?
5) Do you take a detailed developmental history prior to the interview? If yes, 
how (e.g. do you use specially devised checklists) ? If no, why not?
6) Is a medical examination always offered as part of the assessment? If so by 
whom (AMO, G.P., Paediatrician)?
7) What materials do you use to facilitate the interviews? (e.g. anatomically 
correct dolls, etc) Please list.
8) Who usually leads the interview, psychologist or social worker?   , ^
9) Do you use audio/ video equipment to record the interviews? If not, why not?
10) What are your views on specialist child abuse teams versus generic 
community care teams conducting investigative interviews? In particular, what 
are your views on the role of Psychologists in this type of work?
11) Joint interviewing with the Gardai (Police) encompasses both the legal and 
therapeutic aims of intervention. Have you encountered any diffîculties with 
this? If yes, please explain.
12) What are the advantages and disadvantages of having joint interviews with 
the Gardai?
13) What arrangements do you make to facilitate a child friendly interview and 
setting?
14) Do you interview the parents (non-abusing) of the child?
15) Have you received any specialist training in investigative interviewing? If so 
what type of training and by whom?
16) Who makes the decision to conduct interviews?
17) Are there any further comments that you would like to make?
Optional Details
Name:_
Place of Work:
Thank you for your co-operation
Edel McAndrew 
Clinical Psychologist, 
Department off Psychology, 
Mayo Community Care,
Hill House,
Castlebar,
County Mayo
Please return Questionannaires by 30th June 1999.
SECTION TWO: ACADEMIC DOSSIER
REVIEW I
PRE-ADOLESCENT EATING DISORDERS: PROBLEMS WITH
DIAGNOSIS AND TREATMENT
Edel Maria McAndrew
Psych D in Clinical Psychology 
Psychology Department 
University of Surrey
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PRE-ADOLESCENT EATING DISORDERS: PROBLEMS WITH 
DIAGNOSIS AND TREATMENT
INTRODUCTION
During the past few decades considerable research has been conducted 
regarding the aetiology and treatment o f eating disorders in children. Eating 
disorders are complex issues and the unique features o f the disorders in 
children are o f critical consideration in determining the diagnosis and 
management o f eating disorders in this population. This paper reviews 
current research outlining the particular features of the disorder in children 
with reference to the diagnosis, management and treatment outcome o f pre­
adolescent eating disorders.
Eating Disorders in general have been described in the medical literature for 
some time, beginning approximately 300 years ago for anorexia nervosa and 
200 years ago for bulimia nervosa (Shapiro, 1988; Mizes, 1998). Some have 
held the belief that eating disorders o f the type seen in adolescents and adults 
do not occur in children. Haslam (1986) states, “Anorexia Nervosa remains 
relatively rare. It is certainly not a problem with children before puberty”.
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However, despite Haslam’s assertion, a number of reports have continued to 
describe pre-adolescent eating disorders. Other researchers (Jacobs &
Issacs, 1986; Fosson, Knibbs, Bryant-Waugh & Lask, 1987; Higgs, Goodyer 
& Birch, 1989; Gowers, Crisp, Jaughin & Bhat, 1991; Bryant-Waugh & 
Kamininski, 1993, 2000) have reported a series o f young patients with 
anorexia nervosa aged from eight years upwards.
EPIDEMIOLOGY
The age period for the onset o f anorexia nervosa and bulimia nervosa is 
usually during adolescence and pre-pubertal onset is rare for anorexia 
nervosa with the first onset peak at around 14 years (Steinhausen, 1995). 
Eating disorders can occur in children of various cultural, ethnic and socio­
economic backgrounds and is not limited to middle/upper class Caucasian 
youth (Lask & Bryant Waugh, 1993).
The exact figures for the prevalence o f eating disorders among children 
remains largely unknown, since no methodically sound epidemiological 
studies have been conducted. The multifaceted nature o f eating disorders and 
differences in diagnostic criteria between the ICD-10 and the DSM-IV 
further compound the task o f interpreting epidemiological studies. Incidence 
rates may also be affected by changes in the demography and underlying 
structure of the population being studied (Doyle & Bryant-Waugh, 2000).
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In some studies pre-menarchal girls may have been excluded from 
consideration where the diagnostic criteria required the presence of 
amenorroea. In addition, eating problems in pre-school children are quite 
common and in most cases not a cause for concern. However, in children 
from about Syears and upwards, feeding and eating problems are not 
developmentally normal and eating disorders in older children are much 
more likely to be related to underlying psychological issues and therefore 
require intervention (Doyle & Bryant-Waugh, 2000).
EARLY ONSET-ANOREXIA NERVOSA
The clinical presentation o f anorexia in children is similar to that in 
adulthood (Bryant-Waugh, 2000). However, factors that determine the 
course and outcome are largely unknown (Pike, 1998) but it is a potentially 
fatal disorder (Blitzer, Rollins & Blackwell 1961; Warren, 1968) with 
dieting and weight loss as the main characteristic features. The mortality rate 
in children (1% compared to 5-10% in adults) though low, is still significant 
(Bryant-Waugh et al, 1988). Weight loss and dieting can be achieved 
through food avoidance, self-induced vomiting, laxative abuse, excessive 
exercising or in many cases a combination o f one or more o f these (Bryant- 
Waugh, 2000).
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Fosson et al (1987) reported findings based on a survey o f the clinical 
records o f children seen between 1960 and 1984 of 48 patients with early- 
onset anorexia nervosa. The mean age o f onset was 11.7 years with a range 
o f fi-om 7.75 to 14.33 years. Among the 23 with pre-pubertal onset, 7 (33%) 
were male. Findings also included a higher percentage o f subjects in social 
class 1 and 11 than would be expected in the general population. There was 
also a high incidence o f depression (56%), and the presence o f significant 
family communication problems, including over-involvement and failure to 
resolve conflict. The methodological problems of this report include all 
those typical o f a retrospective review o f patient records as well as 
combining the findings on pre-pubertal, pubescent and post-pubertal patients 
with anorexia, thereby obscuring potential differences between the groups.
EARLY ONSET BULIMIA NERVOSA
Bulimia nervosa is rarer than anorexia nervosa in children and young 
adolescents. Either bulimia rarely occurs in children or it remains undetected 
because of the lack o f visible signs (i.e. pronounced weight loss) or secrecy 
on the part o f the child (Thelen, Lawrence & Powell, 1992). However,
Robin, Gilroy and Dennis (1998) report having treated cases o f children with 
bingeing and purging behaviours where the onset o f the problem was as 
young as 6 or 7 years of age.
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PREVALENCE IN MALES
According to Anderson and Michalide (1983), anorexia nervosa in males is 
a rare phenomenon, although it is possibly also under-diagnosed because of 
the relatively small numbers involved (Steiner & Lock, 1998). Most studies 
exclude male patients and males more commonly suffer from bulimia but 
they are still outnumbered by females by approximately 5:1 (Flament, 
Ledoux, Jeammet, Chouquet & Simon, 1995).
Bryant-Waugh et al, (1988) found that the proportion o f boys reported in 
early onset anorexia nervosa is higher than that in an adult group. Fosson et 
al (1987) reported 48 children aged 14 years or less with deliberate self­
starvation often beginning before puberty of which 13 were boys. They also 
report that the proportion of boys is far higher in the pre-adolescent or early 
onset group than in adult anorexia nervosa and the clinical features are 
reported to be the same in both boys and girls (Bums & Crisp 1984); 
Vanderceroychun & Vandembmcke, 1984; Sterling & Segal, 1985; Scott, 
1986a; Fichter & Daser, 1987; Oyebode, Boodhoo, & Schapira, 1988; 
Steiger, 1989; Steinhausen, 1994).
Hawley (1985) found that 19% of children with anorexia nervosa in his 
study were males compared to the 5 to 10% range o f males with anorexia 
nervosa in older populations (Anderson, 1990; Barry & Lippmann, 1990).
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Robin et al (1998) suggest that pre-pubescent boys, who have relatively less 
adipose tissue, possibly become more easily emaciated than adolescents, or 
as the boys approach adolescence, they possibly find other ways to manage 
their problems than through eating disorders.
PROBLEMS WITH DIAGNOSTIC CRITERIA
According to Robin et al (1998) strict application of the DSM-IV 
(American Psychiatric Association 1994) criteria will often result in 
overlooking disordered eating in children because this criteria is not 
developmentally sensitive. Robin et al (1998) argue that most youngsters 
with disordered eating who fail to meet the DSM-IV criteria, will fall within 
the DSM-IV category o f Eating Disorder Not Otherwise Specified. This 
category is defined as a partial or subclinical Anorexia Nervosa or Bulimia 
Nervosa. Therefore cases of clinically significant disordered eating in need 
of urgent intervention may be overlooked.
Lask & Bryant-Waugh (1993) have developed an alternative to DSM-IV 
criteria for diagnosing clinically disordered eating in children:
1. Determined food avoidance;
2. Weight loss or failure to gain weight during the period o f pre-adolescent 
growth (10-14 years) in the absence of any physical or other mental
illnesses;
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3. Any two or more of the following: (a) preoccupation with body weight,
(b) preoccupation with energy intake (c) distorted body image (d) fear of 
fatness (e) self-induced vomiting (f) extensive exercising (g) purging 
(laxative abuse). Their alternative checklist takes into account the lack of 
differentiation o f eating-disordered symptoms and the wide variability in 
their frequency and presentation typical o f children and adolescents 
(Robin et al 1998).
Lask and Bryant-Waugh (1993) have also outlined other types of closely 
related disorders in children to be distinguished from Eating Disorder:
(a) food refusal which includes refiisal o f food, fads and fetishes common 
among young children;
(b) pervasive refusal — profound and pervasive refusal to eat, drink, walk, 
talk or engage in self-care with eating as one part o f a broader breakdown in
functioning;
(c) selective eating -  children who exist on one or two foods, but are 
generally o f appropriate height and weight without physical problems;
(d) appetite loss secondary to depression;
(e) food avoidance emotional disorder — a partial anorexia or bulimia 
syndrome viewed as intermediate between an Eating Disorder and a 
childhood emotional disorder; this resembles Eating Disorder Not Otherwise 
Specified or a Dieting/Body Image Problem.
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The wide variability in the rate, timing and magnitude o f hoth height and 
weight gain during normal puberty makes evaluation of the weight criterion 
for anorexia nervosa very difficult. Many children with eating disorder will 
not present with actual weight loss, and the clinician needs to evaluate 
whether they exhibit failure to make expected weight gain during a period o f 
growth. (Robin et al, 1998). Children may achieve a more severe degree of 
emaciation faster than adults because o f differences in the distribution o f 
adipose tissue, making smaller weight losses more significant (Robin et al 
1998).
For individuals 18 and over, BMI (Quetelet’s body mass index) values 
below 18 are consistent with starvation, but for children, the BMI cut-offs 
need to be adjusted for growth. The menstruation criterion can also prove 
difficult to assess definitely because of the absence o f the menstrual period 
in early puberty and its unpredictable, sometimes irregular course soon after 
the onset o f menarche. Since prepubertal anorexia may delay the onset o f 
puberty, determination o f when menstruation would have been expected to 
occur may be nearly impossible for a given patient (Robin et al 1998).
PRESENTATION
There is disagreement in the literature about the characteristics o f 
preadolescent eating disorders as some reports suggest that many o f the 
clinical features are the same as those in an older population. However, there
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appear to be some differences in the course o f the illness and in the 
demographic details o f the patients. Attempts have been made to identify the 
differences between earlier and later onset anorexia nervosa.
According to Bryant-Waugh, Lask, Shafran & Fosson (1992), clinical 
features of children with early onset eating disorders are essentially similar, 
namely, denial o f emaciation, retention o f appetite, power struggles between 
patients and parents, a high level o f depression and frequent exercising.
There is a lower prevalence in children under 14 than those over 14, but this 
may partly be explained by the reluctance of medical practitioners to 
diagnose this condition at such an early age. Bryant-Waugh et al (1992) 
found an average period of 7.4 months between parents first seeking advice 
about eating problems and referral to their eating disorders clinic. Often this 
delay appeared to be due to the doctors consulted felling to recognise the 
eating disorder.
The clinical features o f Fosson et al’s (1987) cases in decreasing frequency 
were food refiisal, wasting, depression, fear o f fatness, distorted body image, 
self-induced vomiting, excessive physical exercise, obsessional behaviour, 
bingeing, and laxative abuse. Reasons given for food refusal were fear o f 
fatness, abdominal pain and feelings o f fullness or nausea. Only three 
children reported loss of appetite as the main reason for not eating. For 
example a child might present with depression or abdominal pain and only 
later show the more typical features o f anorexia nervosa. Alternatively, as 
the eating difficulties seemed to decrease so other symptoms would appear.
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There are characteristics, however, that remain unclear. Irwin (1984) for 
example suggested that the course o f anorexia nervosa was different in early 
onset cases with younger children becoming more emaciated because o f less 
initial body fet. At average weight a nine year old girl will have a smaller 
percentage of total body fat than a sixteen-year-old will. Having less total 
body fat initially, the young girl will be more emaciated than the young 
woman who lost an equal percentage of total body weight. Having lower fat 
stores these young girls will deteriorate more rapidly and this has 
implications for the urgency o f treatment. Irwin (1981) suggests that the 
“refusal to maintain hydration” often seen in children with anorexia nervosa, 
may represent a clinical feature specific to this younger age group.
According to Bryant-Waugh et al (1992) paediatricians are more likely than 
GP’s to consider a diagnosis o f eating disorder in children presenting with 
eating problems and weight loss. However, it is not unusual for eating 
disorders to present with a wide range o f physical symptoms concealing the 
underlying psychopathology. This makes it difficult for the physician to 
identify mating disorders in the early stages. It has been suggested that GP’s 
may have a low index of suspicion for eating disorders and are poor at 
recognising them or making a link between psychological problems and 
eating difficulties (Bryant-Waugh et al 1992). Children are most likely to be 
seen by their GP in the early stages of their eating disorder. Yet these 
findings appear to show that Physician’s awareness o f childhood onset 
paring disorders was rather limited particularly that of primary care 
Physicians. Bryant-Waugh et al (1992) concluded that the presence o f an
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paring disorder in young children might often be missed resulting in a delay 
in the child receiving appropriate treatment and a possible poor effect on 
prognosis.
Another possible reason that children deteriorate more quickly than 
adolescents is that even before their weight drops drastically, they apparently 
generalise their pathologic food intake to include fluids (Irwin, 1984). The 
concrete thinking style o f young children might prevent them fi'om 
understanding the relationship between calories and body fat. These 
children may even believe that water is as likely as food to cause weight- 
gain and they may refuse to maintain adequate hydration (Irwin, 1984). 
According to Bryant-Waugh and Kaminski (1993), the refusal to take fluids 
is not unusual and can quickly lead to an acute state of dehydration. They 
postulate that the feelings o f fullness associated with drinking are 
experienced as “fetness” and thereftare avoided.
COURSE OF THE ILLNESS
The effects of starvation make it difficult for anorexics to assess their 
condition rationally or to consider other patterns o f thought and behaviour 
(Goldner, 1989; Treasure & Szmukler, 1995; Vitonsek, Daly & Hieser 1991; 
Vitonsek& Watson, 1998). This contributes to a “resistance to change” 
found in all anorexics, and may be responsible for symptom maintenance. 
However, these factors tend to shift over the course of illness (Gamer and
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Bemis, 1985; Vitonsek & Hollon, 1990; Yager, 1995). In the early 
“euphoric” phase (MacLeod, 1982), most identify with their symptoms and 
defend them ardently from potential influences that may result in a change 
o f attitude. After years o f struggle, however, this position often fades into 
helplessness and anxiety about change (Vitonsek, et al 1998).
Lask and Bryant-Waugh (1993) document the seriousness of childhood 
onset eating disorders. They report that children are likely to suffer 
significant harm if  they remain untreated (e.g. long-term damage to the 
reproductive system with ultimately infertility, growth delay, osteoporosis 
and damage to other vital organs). The issue of control is a key feature o f 
these disorders. Often patients will report an extreme fear o f losing control 
of their own bodies if  they do not continue to pursue what they consider to 
be a reasonable weight (Honig & Bentovin, 1996).
The presence o f intense fear o f weight gain and disturbances in body shape 
perception may depend upon factors such as cognitive development, and the 
ability to engage in abstract reasoning, which only develop during 
adolescence. Children may not readily verbalise such fears and distortions, 
or they may have more concrete fears than older adolescents (Robin et al 
1998). In a study o f 8 children, ages 5 to 11, with atypical eating disorders, 
Jaffe and Singer (1989) found that none of the children expressed a fear of 
fatness, only one demonstrated a distorted body image, but all displayed 
behaviour such as slow eating, food rituals and hoarding food. Given the
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number of fundamental differences in the nature of eating disorders in 
children this therefore raises the need for specialised knowledge about 
paediatric eating disorders (Robin et al, 1998).
TREATMENT
There are relatively few controlled outcome studies which evaluate 
treatments for pre-adolescent eating disorders; most o f the outcome studies 
have been with adults (Robin et al, 1998). Currently, the main 
psychotherapeutic approaches used with adolescent anorectics are individual 
psychotherapy, behaviour therapy and family therapy (Steinhausen, 1994).
According to Kreipe, Golden & Katzman (1995) children with eatmg 
disorders require a multidisciplinary treatment approach. The main treatment 
goals o f a multidisciplinary team are:
(a) medical- (sufficient weight gain and return to physical health);
(b) nutritional- (the return to a developmentally appropriate eating pattern);
(c) psychological-(resolution of distorted cognitions, body image, 
associated mood and anxiety disorders and family conflict (Robin et al,
1998).
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INDIVIDUAL PSYCHOTHERAPY
Bruch (1973) was one o f the first to develop individual psychotherapy as a 
treatment for anorexia. She saw the refusal to eat and fear o f fat as secondary 
to an underlying personality disturbance. This personality disturbance being 
caused by mothers o f anorexic girls adopting a parenting style where 
parental needs for control and compliance take primacy over the child’s 
needs for self-expression and autonomy (Carr 2000). Yager (1994) suggests 
that this approach is the treatment o f choice for anorexia.
In an extensive analysis of the literature on treatments for eating disorders, 
Wilson and Fairbum (1998) concluded that individual therapy, family 
therapy and combinations o f these approaches with hospital-based feedmg 
programmes and without, are effective in treating anorexia. Further, that 
inpatient-refeeding programmes need to be followed up with outpatient care 
involving either individual or family based psychotherapy if weight gains 
are to be maintained. They also concluded that medication was not found to 
have any beneficial effect on weight gain as part of in-patient feeding 
programmes.
HOSPITALISATION
Hospitalisation is necessary in cases of severe malnutrition and other 
physical complications. In the United States, hospitalisation for anorexia is
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limited to brief, acute, weight restoration and refeeding. Low discharge 
weight presents unnecessary risk for relapse and poor prognosis (Baran 
Weltzin, & Kaye, 1995). In-patient treatment studies of young adults suggest 
this as an approach for severe cases (Eckert, Halmi, March!, Grove, Crosby,
1995) also, studies o f intensive day treatment programmes seem promising, 
but specific studies o f children in such programmes are not available (Kaye, 
Kaplan & Zucker, 1996; Steiner & Lock, 1998).
Psychopharmacological treatments for eating disorders such as appetite 
stimulants, vitamin and mineral supplements, anxiolytics and 
antidepressants, have only been partially successful (Leach, 1995). 
Antidepressants are the most widely used form o f medication in children 
with early onset eating disorders and are indicated in cases where there are 
feelings of worthlessness, guilt, retarded psychomotor activity and disturbed 
sleep (Lask, 2000). Anxiolytics are only helpful when used for short periods 
in children suffering fi'om extreme anxiety (Lask, 2000). With anorexia 
medication alone fails to produce consistent weight gam (Leach, 1995). 
Nevertheless, medication has been shown to reduce bulimic symptoms m 
some patients and may be useful in patients who are experiencing 
depression, anxiety and obsessive compulsive disorders (Leach, 1995).
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FAMILY THERAPY
Children with anorexia seem to be particularly skilled at creating conflict as 
a habitual way o f relating to others, generalised from inter-family interaction 
(Fosson, et al, 1987). Therapeutically, the most important recent advance has 
been the addition o f family therapy as a treatment approach (Steiner & Lock,
1998). Patterns o f distorted family interaction in cases o f eating disorder 
have been widely reported in the literature (Minuchin, Baker, Rosman, 
Liebman & Milman, 1975; Rosman, Minuchin, Baker & Liebman, 1977; 
Fosson et al 1987); for example, the families o f teenagers with anorexia have 
been characterised by Minuchin, Rosen & Baker (1978) as rigid, 
overprotective, lacking appropriate boundaries around parent/child 
relationships and having difficulty resolving conflict.
Russell, Szmulker, Darre & Eisler (1987) evaluated family therapy in the 
treatment o f anorexia and bulimia. They found family therapy to be superior 
to individual psychotherapy in cases of early-onset eating disorders, on the 
following factors: weight gain, menstruation, nutrition, psychosexual and 
socioeconomic functioning. However, they found individual psychotherapy 
superior to family therapy on weight gain only in cases o f late-onset 
anorexia. While family therapy has been found to be an effective treatment 
approach, Gilhurst and McFarlane (1986) point out that the treatment o f
anorexia requires a multidisciplinary approach and they caution against the 
exclusive use of family therapy.
Nicholls and Magagna (1997) suggest that a successful response to treatment 
for childhood onset eating disorders depends on parents working together to 
help the child to eat while supporting and tolerating their child’s distress. 
They argue that younger children are more successfully treated by an 
approach involving the family because the burden o f the illness is too much 
and too powerful for the child to bear alone. This model is compatible with 
structural family therapy (Minuchin et al, 1978). However, although much 
has been written about family work with eating disorder patients, there is 
very little literature about support groups for parents (Nicholls & Magagna,
1997).
BEHAVIOUR THERAPY
The principles of learning and cognitive theories underpin the main 
cognitive and behavioural methods in the treatment o f eating disorders 
(Christie, 2000). Although the efficacy of cognitive -behavioural therapy for 
bulimia has been well documented in controlled treatment studies (e.g. 
Fairbum, 1997), little empirical work has been done with cognitive- 
behavioural approaches to anorexia, and none o f this work has been done 
with children or adolescents (Robin, et al 1998; Target & Fonagey, 1997).
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Given the distorted thinking styles and perfectionistic attitude o f many 
patients with eating disorders a cognitive-behavioural approach would seem 
like an appropriate treatment approach. However, in younger patients the 
ability to think abstractly, monitor their cognitive state and suggest 
alternatives to counteract negative thmking, is too advanced given their 
developmental age. Even though there have been no published studies 
ap p ly ing  CBT to children with eating disorders, elements o f this method can 
still be used in a comprehensive treatment approach (Robin et al 1998).
Channon, DeSilva, Helmsley and Perkins (1989), in one of the few 
controlled outcome studies, failed to find significant differences between 
behaviour therapy, cognitive-behavioural therapy and a no treatment control 
group in patients with anorexia.
OUTCOME STUDIES
A variety o f studies have looked at the short-, intermediate-, and long-term 
outcome of patients with anorexia after treatment. Most of these studies are 
o f adult populations, although many of the patients in these studies 
presumably had anorexia as teenagers. Recovery in these studies has been 
mostly confined to measures of weight and nutritional rehabilitation, but 
some studies indicate that other psychiatric and social aspects of the illness 
may persist (Steiner & Lock, 1998).
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Bryant-Waugh et al (1988) point out that anorexia is a difficult illness on 
which to obtain accurate follow-up data. Persistent psychiatric symptoms 
are common in 50-70% especially depression, obsessional behaviour and 
social phobia. Eating difficulties persist in over 50% o f patients but 
nutritional and menstrual conditions improve for between half and two thirds 
of patients. Among the outcome studies o f younger patients Bryant-Waugh 
et al (1988) found short in-patient treatment to be associated with a 
favourable outcome. However, this factor was not found to be significant 
in the studies by Steinhausen and Glanville (1983 b) and Steinhausen and
Seidel (1993).
Noordenbos, (1992) in a retrospective interview study asked a sample o f 108 
current and former anorexics to describe changes in their attitudes over the 
course of the disorder. Consistent with the assumption that insight shifts 
over time, 72% indicated that they had denied there was anything wrong in 
the early months or years o f anorexia while only 5% persisted in their denial 
o f all problems up until the time o f assessment. However, 18% contmued to 
maintain they never felt it necessary to change their hehaviour. This is one 
of the few studies where anorexics have been asked to characterise the 
nature and extent of their resistance to change. However, it is possible that 
these percentages underestimate denial and resistance, in that this sample 
who volunteered to discuss their symptoms may represent an unusually 
candid group (Noordenbos, 1992).
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According to Steinhausen (1999) there is some evidence from an extensive 
review o f the entire anorexia nervosa outcome literature suggesting that 
onset before adulthood has a slightly more favourable prognosis. However, 
a substantial number of studies have failed to find significant effects of age 
at onset and outcome (Steinhausen, 1999). Although weight loss at 
presentation was not predictive o f outcome in the younger patient studied by 
Bryant-Waugh et al (1988) and Wolford and McCune (1991), there was a 
significant correlation between considerable weight loss and poor outcome 
in the studies by Casper and Jabine (1996); Herpertz-Dahlmann (1996) and 
Steinhausen and Seidel (1993).
Atkins & Silber (1993) in a retrospective review of 21 patients aged 12 or 
under, found that dieting was the initial factor common to the onset o f the 
eating disorder in all o f the patients. However, there is insufficient evidence 
from studies on both older or younger patients to suggest that dieting is 
consistently related to outcome (Bryant-Waugh et al 1988; Steinhausen and 
Glanville, 1983 b; Steinhausen and Seidel, 1993).
Steinhausen (1999) reviewed findings from 31 studies out o f a total o f  119 
outcome studies o f Eating Disorders with onset in pre-adolescent patients. 
In addition to the Eating Disorders themselves additional psychiatric 
diagnosis are noted in a substantial number o f the studies reviewed.
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Herpertz-Dahlmann (1996) found that higher levels of psychopathology 
increase the risk o f poorer treatment outcomes but they did not find 
depression to be a predictive factor in adolescent samples.
Outcome studies with both younger and older patients suggest that good 
relationships between the parent and child contribute to a favourable 
outcome. In their study of children and adolescents with anorexia Bryant- 
Waugh et al (1988) found a poor prognosis for parents from one-parent 
families, from families in which parents have been married before and from 
families in which several generations live together. There is no evidence 
from the literature on younger patients that social class predicts outcome to 
any extent (Bryant-Waugh et al, 1988; Steinhausen & Seidel, 1993).
Throughout the literature, there appears to be little emphasis on studies of 
pre-morbid developmental abnormalities as possible predietors on the 
outcome of early onset anorexia nervosa (Steinhausen, 1999). Steinhausen 
and Seidel (1993) failed to replicate earlier findings relating to the negative 
prognostic effect o f pre-morbid developmental abnormalities on later eating 
disorders and obesity (Steinhausen & Glanville 1983b). Bryant-Waugh et al 
(1988) also found depressive features during the initial illness to be 
associated with poor prognosis. In contrast, a study by Herpertz-Dahlmann, 
Wewetzer, Shultz & Remschmidt (1995) showed that initial depressive 
psychopathology was not a valid indicator of the outcome o f adolescent
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eating disorder, whereas the presence o f depressive symptoms at follow-up 
was significantly related to the eating disorder.
Follow-up studies indicate that treatment outcomes are more favourable 
when eating disorders are treated soon after onset (Lask & Bryant-Waugh, 
1993). Therefore, it is important for clinicians to identify and treat eating 
disorders often before they meet full DSM-IV (APA, 1994) diagnostic 
criteria. Kreipe & Dukarm (1996) recommend that clinicians consider a 
diagnosis of eating disorder in any child or adolescent who engages in 
potentially unhealthy weight control practices and/or demonstrates obsessive 
thinking about food, weight, shape, or exercise.
Studies indicate that approximately 44% of pre-adolescent patients followed 
up for at least 4 years after onset indicate a “good” outcome, defined as 
reaching at least up to 15% o f ideal weight, while 29% indicate an 
“intermediate outcome” and 24% a “poor” outcome. Fewer than 5% o f the 
patents died (Yager, Andersen, Devlin, Mitchell, Powers &Yates, 1993). 
Treatment studies of bulimia compared with anorexia studies are more 
advanced. However, most o f these studies are on young adult populations
(Steiner & Lock, 1998).
94
CONCLUSION
Little research has investigated eating disorders from a developmental 
perspective and little is known about the timing o f the onset o f disordered 
eating in children and the risk factors for these behaviours. For pre­
adolescent eating disorders the DSM-IV classification system is inadequate 
because the diagnostic criteria are not developmentally sensitive to the 
particular features of eating disorders in children. In some cases the 
symptoms may be overlooked because factors such as menstruation are 
absent. Children may also experience difficulty commumcatmg fears and 
concerns about body image and weight gain (Bryant-Waugh, 1993).
Children may lose less weight than adolescents but became emaciated much 
more quickly because o f differences in the distribution o f adipose tissue, 
making smaller weight losses more significant (Robin et al 1998). Therefore 
the BMI (Quetelet’s body mass index) cut-offs also need to be adjusted for 
children. There is also variability in the type o f eating disorders present in 
children ranging from food avoidance, weight loss (in the absence o f any 
physical or mental illnesses); to a pre-occupation with body weight, distorted 
body image and self-induced vomiting and/or laxative abuse. In some cases 
the diagnosis is missed and any delay in diagnosis and receiving appropriate 
treatment may have a negative effect on prognosis (Bryant-Waugh, 1993).
It is not unusual for eating disorders to present with a wide range o f physical 
symptoms concealing the underlying psychopathology. (Bryant-Waugh, 
1992). Given the number of fundamental differences in the nature o f eating
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disorders in children this raises the need for specialised knowledge about 
paediatric eating disorders (Robin et al, 1998).
It is clear that no one treatment approach has been identified for this 
disorder; rather a combination o f treatments with an emphasis on family 
approaches is advocated in the literature. The increased frequency o f eating 
disorders in children has stimulated research in this area and future studies 
need to pay particular attention to the disorder during onset in order to 
identify those children most at risk with emphasis on the relationship 
between symptoms, personality and family characteristics (Steinhausen,
1999).
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ENCOPRESIS IN CHILDREN- A CRITICAL REVIEW OF THE 
PSYCHOLOGICAL LITERATURE
INTRODUCTION
The literature on encopresis is often confusing as the terms ‘soiling , 
‘encopresis’, and ‘constipation’ are often used interchangeably (Kelly,
1996). This review explores aspects of assessment and treatment relevant to 
clinical theory and practice as it is clear that challenges for understanding 
and treating this psychological disorder still exist.
The term encopresis was first used by Weissenberg in 1926 suggesting a 
similarity with the involuntary passage o f urine in enuresis (Weissenberg, 
1926). Encopresis is a widespread childhood disorder affecting 
approximately 1% of 5-year-old children with the disorder being more 
common in males (Sprague-McRae et al., 1993). It represents a common 
and embarrassing problem of psychological dysfunction resulting in a 
disturbance in the regulation of bowel evacuation. This involves usually 
involuntary defecation, which is not directly attributable to any organic 
cause. Occasionally, it is associated with the hiding of faeces or the 
smearing of the walls with excreta (Herbert, 1994).
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Many factors can contribute to encopresis. Children may deliberately 
withhold stool, while others may inherit a biological predisposition to 
chronic constipation. Regardless of the cause, the retained faeces results m 
masses of stool that can dilate the colon causing megacolon. Poor muscle 
tone then causes faecal incontinence or soiling, leading to feelings o f low- 
self-esteem (Dawson et al., 1990). It is not unusual for young children to 
experience toileting problems. However, soiling may increase in intensity, 
becoming chronic and developmentally dysfunctional. For these children 
and their families, normal daily activities are usually disturbed and 
encopresis becomes a pervasive, intrusive problem requiring climcal
intervention.
Encopresis comprises of different soiling problems which include:
1) Retentive encopresis which is characterised by an excessive retention of 
faecal matter, often with soiling due to leakage around the hardened faecal 
material; 2) non-retentive encopresis which involves involuntary expulsion 
of faeces (incontinence) resulting in soiling of clothmg and beddmg; 3) 
continuous or primary encopresis which refers to a situation where control 
has never been reliably established; and 4) discontinuous or secondary 
encopresis which refers to circumstances in which the child has acquired 
control in toileting and then lost it (Herbert, (1994). Encopresis can also 
alternate with soiling and the soiling can be frequent often occurring several 
times a day. The problem may not occur in school but only when the child 
returns home because the child feels more relaxed there (Graham, Turk &
Verhulst 1999).
I l l
e p id e m io l o g y
It is estimated that approximately 1% of 5-year-olds have encopresis, and 
the disorder is more common in males than in females. The male/female 
ratio becomes 2:1 in children as they grow older (Kelly, 1996). In DSM IV 
(APA, 1994) encopresis is not diagnosed until four years o f age. It is 
subclassified into a type characterized by constipation and overflow 
incontinence and a type where this feature is absent. According to Levine, 
(1991) encopresis accounts for 25 percent of all referrals to paediatric 
gastroenterology clinics and 3 percent o f all visits to general paediatric 
clinics. Secondary elimination problems most commonly occur in children 
between the ages five to eight years (Murphy & Carr, 2000).
Estimates o f the incidence o f soiling and chronic constipation or encopresis 
vary, according to the gender and age of the children, the definition used and 
the method o f survey. None of the epidemiological studies clearly define 
the condition being studied and the subjects may well include both children 
with encopresis and those with soiling secondary to chronic constipation, as 
well as other ‘sellers’ who don’t quite fit into either category (KeUy, 1996).
Bellman (1966) estimated 3% of five year olds entering school to be soiling, 
reducing to 1.5% by the age of seven years. The National Child 
Development Survey only identified 1.32% over the age of four to soil by
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day (NCOS, 1972). Rutter et al (1970) found the presence o f at least once-a- 
month soiling among 10-12 year olds on the Isle o f Wight to be 1.3% for 
boys and 0.3% for girls. Further, that 1% o f these boys almost always had 
other significant behavioural and emotional problems (Rutter, Tizard & 
Whitemore, 1970). Pringle, Butler & Davie (1966), found that 1.2% o f the 
1958b National Cohort of British children were encopretic at the age o f 7
years.
Table 1 S u m m a r y  of Epidemiological Findings
Age % Soiling Sources
5 years 1% APA (1994)
5 years 3% Bellman (1966)
7 years 1.5 % Bellman (1966)
>4 years 1.32% ^ NCDS (1972)
10-12 years 1.3% (boys)/ 0.3% (girls) Rutter et al (1970)
7 years 1.2% Pringle et al (1966)
>5 years 10% Davie et al (1972)
Davie et al. (1972), using retrospective reports, found soiling by day after 5 
years of age in slightly over 10% o f children in their cohort study and this 
occurred three times more commonly in boys than girls. The higher rate m
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boys is also a constant finding in clinical studies o f soiling children 
attending paediatrie and psychiatric clinics (Anthony, 1957; Davidson et a l, 
1963; Berg & Jones, 1964; Olatawura, 1973; Levine, 1975). Rutter et al 
(1970) also found a highly significant association between enuresis and 
soiling, in keeping with similar findings by Hallgren (1956), Davidson et al. 
(1963), Bellman (1966), Stein & Susser (1967) and Levine (1975). It is 
claimed to account for 20% of paediatric gastroenterology complaints, and 
contributes to 10% o f child psychiatry attendance’s (Fleisher, 1976; Molnar 
et a l , 1983; Buchanan, 1990). Soiling is, however, often unidentified 
because of the shame and secrecy surrounding the problem (Kelly, 1996). 
Approximately 80% of all encopretic children have been classified as the
retentive type (Levine, 1975).
Bellman (1966) studied the prevalence of encopresis usmg a parent 
questionnaire for 8,863 seven year-olds in their first year o f  school.
Responses showed that bowel control was firmly established in the majority 
during the child’s fourth year. There was a decreasing firequency of 
encopresis in the children until 16 years o f age, when the numbers were 
practically zero. Among children between 7 and 8 years o f  age, the 
firequency was 1.5%, with 92.3% boys and 0.7% girls in a ratio o f 3.4: 1 and 
by 10-11 years this figure had decreased to 0.8% (Hersov 1994).
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AETIOLOGICAL THEORIES
PSYCHOANALYTICAL THEORIES
Early literature on encopresis, has emphasised mainly psychoanalytieal 
theories, concerning the role o f emotional, behavioural, and fanuly problems 
in the aetiology o f the disorder (Fritz & Armhurst, 1982; Bellman, 1966, 
Bemporad et al, 1971; Young et al 1995). This literature tends to attribute 
the soiling to emotional problems o f the child and his or her family, 
especially mothers (Young et al, 1995). Freud (1924) emphasises how either 
coercive or neglectful training could lead to anal fixation (Kelly, 1996).
Anthony (1957) studied the connections between methods o f toilet training 
and encopresis in seventy-six clinic children aged 4-15 years. Three types of 
soiling were identified: (1) continuous-children who have never been
continent (2) discontinuous-children with faecal soiling who usually have 
normal stools with a few showing intermittent retention; and (3) retentive- 
children with stubborn constipation later giving way to soiling. Anthony 
found associations between continuous soiling and neglectful trairang, and 
between coercive training and the discontinuous and retentive group.
Anthony (1957) also concluded that either under or over training could result 
the development of soiling. He referred to the mother and child toilet-in
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training relationship as the ‘potting couple’ where a system of stimulus cues 
for communication is used. He observed maternal aspirations to be 
important; those with high aspirations having toilet training 
success even better than their own predictions, whereas those mothers with 
low aspirations fell short in their achievements and subsequently their 
standards are further lowered. He classified these children as ‘contmuous’ 
soilers who tended to come from deprived social backgrounds, the mothers 
being insensitive to normal defecation cues and being generally 
unresponsive to the child’s needs (Kelly, 1996).
Borowitz et al (1999) reports that in their study which compared the toileting 
habits of encopretics with asymptomatic siblings an non-siblings, that the 
mothers o f the encopretic children tended to have fewer years o f schooling 
than did mothers o f the non-sibling controls, however, this did not quite
reach statistical significance.
However, there are problems in the hypothesis that abnormal training 
methods lead to bowel dysfunction. Not all children who are coercively 
trained develop faecal soiling, and not all children who have bowel 
dysfunction experience abnormal training. Furthermore, m primitive 
societies, children who receive deviant training according to western 
standards do not appear prone to bowel dysfunction (Hersov, 1994).
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BEHAVIOURAL THEORIES
Most children with encopresis have a history o f painful defecation beginning 
before the age o f 3 years (Partin et al, 1992). Negative reinforcement 
contributes to stool holding because children try to avoid punishment by 
parents for soiling accidents and avoid any opportunity for pam by holdmg 
their stool. Positive reinforcement can often present itself in the form of 
additional attention by parents. Parents sometimes provide not only 
significant amounts o f social attention but also a variety o f other tangible 
and material rewards to promote successful toileting. Many children are 
also punished for their stool holding and soiling behaviour m the form of 
physical punishment, verbal reprimands, time-out, and so forth. Thus, there 
are a number o f behavioural contingencies that come into play followmg the 
stool holding and soiling behaviour. These contingencies can often be in 
place for several years (Reimers, 1996).
Bellman (1966) noted that 75 encopretic boys investigated by teacher’s 
assessment were “more likely to be very disturbed in school and have 
serious problems o f adjustment.” Abrahamian & Lloyd-Still, (1984) studied 
“chronic constipation” in children and reported that 20% had an associated 
“psychologic problem” based on reports o f home or school problems or 
referral to a psychiatrist. However, these studies raise the question about
association versus causation.
117
Yates (1970) contends that the continuous encopretic suffers from a failure 
to acquire internal control of the defeecatory act whereas the discontinuous 
encopretic has lost internal control because of externally imposed 
environmental stress. An unpleasant experience such as frightemng, acute 
illness, or an episode o f bullying at school may precipitate the onset o f 
encopresis (Graham et al, 1999). The association between significant life 
events and mental illness has been demonstrated in a number of studies 
(Fosson, 1960; Rutter, 1983; Greene et al 1985; Goodyer, 1990). Kelly 
makes the point that the development o f chronic constipation and soiling 
might follow significant life events but this has not been systematically
studied (Kelly, 1996).
Levine’s study found that 44% of children with secondary encopresis 
developed soiling after a disruptive incident (Levine, 1975). The most 
commonly associated events were the loss of a parent (14/17), traumatic 
entry into school (9/27), and the birth o f a younger siblmg (4/27). Berg 
referred to soiling following emotional stress as stress functional faecal 
incontinence (Berg & Jones, 1964). However, the nature o f these stresses is 
not discussed. From these studies an association can be noted, but it is not 
possible to attribute causality (Kelly, 1996).
A wide range o f personality traits has been reported to be characteristic o f 
encopretic children. These children have been described as phobic, 
depressed, anxiety ridden, fearfiil o f rejection and abandonment (Warson et
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al., 1954; Silber, 1969; Bemporad et al., 1971; Dawson, Griffith & Boeke,
1990). Bemporad (1978) deseribes an entrenched personality disorder often 
complicated by organic problems and reinforced by disturbed family 
relations. Wolters (1974) also found a high frequency o f family disharmony 
and marital problems. However, papers on the link between fanuly factors 
and encopresis (Bemporad et al., 1971; Hoag et al., 1971; Baird, 1974, 
Bemporad, 1978) have not provided convincing data o f any particular profile 
o f family structure and fiinction that can be clearly distinguished from that 
found in other types of childhood psychiatric disorder (Hersov, 1994).
FAMILY SYSTEMS THEORIES
Family relationships may be characterised by a good deal of tension and 
disharmony. Communication may be poor and not infrequently the child 
with encopresis is scapegoated. There may be a constant battle for control, 
with the child using his capacity to control his own defecation as a weapon 
in the family conflicts (Graham et al, 1999). However, although Graham et 
al’s explanation may seem plausible, its plausibility is not evidence based as 
he does not substantiate this view.
White (1979) & Hoffman (1976) highlight how children can develop 
psychosomatic complaints in the context o f ‘triangulation’ between 
conflicting parents who are often characterised by a dominant-submissive
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relationship alternating with emotional closeness. He explams how soiling 
can serve to avoid confliet and give a basis for some unity within the family.
DEVELOPMENTAL THEORIES
Slow language development and poor co-ordination have been observed m 
encopretics (Bemporad et al., 1971), while Olatawura (1973) recorded low 
intelligence, neurological impairment and associated neurotic and 
developmental disorder among his group o f discontinuous encopretics. 
McTaggart & Scott (1959) described enuresis, stubbornness and negativism, 
immature speech, hyperactivity, temper tantrums, withdrawal, school 
phobia, feeding problems, transvestitism and firesetting as associated factors 
in 10 out of 12 children with encopresis. It is difficult to decide firom the 
above data whether such behaviour is primary or secondary to the 
encopresis. Bellman (1966) held the view that they are probably aetiological 
rather than secondary to the encopresis (Hersov, 1994) however, no 
evidence is cited in support o f this assertion.
The child may be showing general learning difficulties with delay m 
achieving bowel continence as only one aspect o f general immaturity. In 
children of normal ability, irrational fantasies about the faeces as described 
in relation to constipation may be present. These may result in a phobia o f 
the pot or toilet. Encopresis is not uncommonly one manifestation o f a 
generalised conduct or emotional disorder. Thus the child may be showing
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associated disobedience or aggressive behaviour often linked with specific 
educational retardation. Children with associated aggressive problems are 
more likely to use their faeces for aggressive purposes, for example by 
smearing walls or windows. Less commonly the child may be generally 
depressed, fearful, or inhibited (Graham et al, 1999).
Clinicians have often noted an association between encopresis and other 
neurobehavioural disorders (Johnston & Wright, 1993). Boon (1992) 
reported that 11 of 30 (37%) psychiatric inpatients with encopresis also had 
attention-deficit hyperactivity disorder (ADHD). Nolan et al (1992) have 
shown that 30% o f untreated encopretics scored m the clinically significant 
range o f the hyperactivity scale on the Conner’s questionnaire (Connors, 
1982). Data by Johnston & Wright, (1993) found that a significant number 
o f children presenting to a tertiary care centre with a primary complaint o f 
encopresis are also abnormal on the Child Behaviour Checklist (CBCL) on 
factors measuring attention. These behavioural problems may result from the 
child’s or family’s reaction to the firustrations and shame o f soilmg (Johnston 
& Wright, 1993). Taichert, (1971) explains encopresis as a psychodynamic 
reaction to the frustrations and failures of attentional dysfunction. A more 
plausible assertion is that both attention deficit and encopresis are 
heterogeneous in their expression and multifactorial in their etiology 
(Johnston & Wright, 1993).
121
Levine (1982) in a review o f encopresis, states that “attention deficits with 
task impersistence” might predispose to encopresis because such children 
are globally task impersistent and they seldom finish anything they start and 
that includes defecation.
BIOLOGICAL THEORIES
Many children develop encopresis due to problems associated with 
constipation, which may result in an enlarged colon. This in turn causes 
impaired sensation, with children then experiencing leakage and in some 
cases, painful bowel movements. Such ‘functional’ or ‘psychogenic 
megacolon’ as it is called may be associated with extreme fear o f the 
toileting situation because of the pain experienced by the child. The child 
may also be accused of willful soiling when, in fact, they do not get 
appropriate bodily signals that it is time to go to the toilet (Herbert, 1994).
The paediatric literature focuses on the physiological aspects of the 
problem, at times discounting its more psychosocial aspects (Stem et al, 
1988) Interdisciplinary studies that examine both the physiological and 
psychosocial factors contributing to the genesis and maintenance o f 
encopresis are limited. The research that attempts such an approach tends 
to use small sample case reports and is anecdotal rather than empirical m 
nature (Stem et al, 1988; Landman & Rappaport, 1985; Rydzinski &
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Kaplan, 1985). There is also a scarcity o f treatment outcome studies 
(Young et al, 1995).
TREATMENT
The treatment o f encopresis has taken on a variety o f forms. Medical 
intervention routinely involves dietary modification along with the use of 
stool softeners and if  required, enemas or suppositories. In some cases, 
children need to be “cleaned out” to remove impacted feaces. 
Psychological intervention is not routinely combined with medical 
intervention at the onset (Reimers, 1996). Rather, referral is often made for 
psychological intervention only after successive medical failures (Levine &
Bakow, 1976).
The use of either medical or psychological therapy alone is rarely as 
effective as an a p p r o a c h  that combines medical and behavioural 
interventions. Reimers (1996) suggests that a biobehavioural approach, 
which uses both medical and behavioural interventions concurrently, is often 
the most effective way of managing encopresis. Although one type o f 
intervention by itself can result in improvement for a particular child, 
research suggests that a combined approach is most often necessary and 
typically results in a more successful outcome.
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Investigations (Young, Brennen, Baker, & Baker, 1995; Nebors & Morgan, 
1995) have shown a combined medical and behavioural approach to be very 
effective toward managing encopresis. Unfortunately, a combined approach 
toward managing encopresis tends to be the exception rather than the rule, 
despite evidence in the research literature that would suggest that many 
encopretic children could be more effectively treated through combmed 
medical and behavioural efforts (Reimers, 1996).
BEHAVIOURAL APPROACHES
Most behavioural treatments described are basic toilet training techniques, 
based on the principle of operant conditioning, with rewards for sitting on 
the toilet regularly through the day (Berg et al., 1982; Levine & Bakow, 
1976). Extra rewards can be given for passing stool in the toilet (Stark et 
al., 1990). Biofeedback techniques have also been used to help relax pelvic 
floor muscles during defecation (Whitehead, 1992; Olness, McFarland &
Piper, 1980).
Doleys (1977), in his review of treatment studies, found that 93% of cases 
were successfully treated by the use of behavioural methods. A combmation 
o f positive and negative reinforcement is used to modify the encopresis and 
smearing (e.g. Back & Joyland, 1975; Herbert & Iwaniec, 1981). Young & 
Sluckin (1973) successfully treated four cases of encopresis attending an 
out-patient child guidance clinic. Mothers o f the children were instructed to
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reward them for passing a motion in the toilet and laxatives (senekot) were 
also prescribed in order to ensure regular and painless bowel movements.
Stark et al. (1990, 1997) in a series of two uncontrolled studies investigated 
the efficacy o f behaviour therapy for the treatment o f encopresis. In the 
first study, eighteen cases received manualized group treatment for six 
hourly sessions over a period o f seven weeks. In the second study, 59 cases 
were treated with combined medical management, increased intake of 
dietary fibre and group behaviour therapy.
Cox et al, (1994, 1996) examined the efficacy o f biofeedback in a series of 
two studies. In the first, biofeedback was compared with standard medical 
care and in the second, an additional behaviour therapy group, which 
received improved toilet training, was added to the design. Cox et al (1996) 
in their comparative study o f hiofeedback and behaviour therapy found that 
treatments did not differ in effectiveness. Effect sizes o f .5 to .6 were 
obtained across end o f treatment and follow-up assessments, indicating that 
the average treated case fared better than 69 to 73 % o f cases that received 
standard medical care (Murphy & Carr, 2000).
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PSYCHOTHERAPY
The literature on individual psychotherapy for chronically constipated 
children includes reports o f analytic treatment approaches (Olmos-de-Paz,
1990; Buxbaum & Sodergren, 1977). Most o f the reports are, however, 
individual case studies, with no systematic trials having been attempted.
When such treatments have been used, it has usually been when the child 
clearly has no organic pathology, but does have a history o f significant 
psychosocial problems (Kelly, 1996).
Although Pinkerton refers to the need, in some instances, for individual 
psychotherapy with children, he does not give any details o f the process. In 
his paper there are examples o f art produced by constipated children, often 
representing fears and anger related to the use o f enemas (which is clearly 
and effect of treatment not causal to the problem), which the children see as 
abusive (Pinkerton, 1958). He recommends the use of projective play and 
art techniques to gain an understanding o f what lies beneath a child s 
defensive façade (Kelly, 1996). He believed a concurrent physical approach 
to treatment would undermine the parental confidence in a psychological 
approach (Kelly, 1996). Clayden recommends the avoidance o f 
suppositories or enemas, which by causing pain can lead to avoidance of 
defecation and result in a pain-avoidance cycle (Clayden & Agnarsson,
1991).
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Pinkerton compared two groups o f children with chronic constipation neither 
o f which had a primary organic cause; he compared those children who 
responded to routine treatment procedures with children who failed to 
respond (Pinkerton, 1958). Statistical analysis o f group characteristics 
revealed the following differences in the non-responders: (1) Parental
personality characterised by excessive rigidity and/or excessive anxiety; (2) 
primary coercive toilet training; (3) parental fears and prejudices relating to 
constipation; (4) parental over-valuation of the child (Kelly, 1996).
Pinkerton (1958) argued for the psychological importance o f suspending 
physical treatment procedures. He believed a simultaneous physical 
approach to treatment would undermine the parental belief in a 
psychological approach. Pinkerton refiamed the problem to parents by 
emphasising how the anguish and contortions of the constipated child were 
not due to difficulty expelling faeces, but rather a determined attempt to 
retain them. He would help parents see how their child has a compensatory 
gain from their constipation: ‘They could not defy this (parental) authority 
directly with impunity, but they often sought to do so indirectly by becoming 
obstinate and contrary in any sphere o f behaviour which they sensed might 
upset their parents’. The more concern shown over this conduct, the more 
the child tended to persist with it (Kelly, 1996).
The debate about whether or not to have concurrent physical and 
psychological treatments has continued (Kelly, 1996). Jolly argued that
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physical approaches to treatment made matters worse, referrmg to what he 
saw as a ‘bucket and spade’ attack on an emotionally inflamed part, which 
should be resisted (Jolly, 1976). Friman et al (1988) hypothesized that 
successful pediatric management o f encopresis may reduce behavioural 
problems in children who have both problems and suggested this hypothesis 
as worthy o f future research.
FAMILY THERAPY
Margolies & Gilstein (1983) provide a detailed case study of a systematic 
approach in the case of a fourteen year old boy with chrome encopresis.
His family was characterised by parental conflict, poor communication and 
maternal over-involvement. Various techniques were used in the 
management o f his encopresis including refl-aming, metaphorical suggestion, 
assigned behavioural tasks, and paradoxical intervention, all within the 
framework of structural family therapy. Individual, social, and educational 
therapies were used in addition to family therapy but no medical intervention
was necessary.
White (1984) provides examples o f a step-wise model of structural and 
strategic therapy relying heavily on the reframing process (Minuchin, 1974) 
and task setting (Haley, 1977). The child is asked to carefully monitor the 
soiling which should not be mentioned to the over-involved parent but only
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with the disengaged parent. He asks the child to practice soiling at certain 
times and thereby to gain control over it. Further work is done drawing 
individual and subsystem boundaries that allow the child to grow in health 
without fearing o f abandoning the previously over-involved parent. A 
crucial part o f this work is to resolve underlying conflicts between the 
parents and establish mutuality. White provides a guide specifically for the 
management o f soiling whereby the family’s dysfunctional beliefs are 
challenged and through a series of entertaining tasks the child recruits 
parental help in tackling the ‘sneaky poo’ (Kelly, 1996)
m u l t im o d a l  t r e a t m e n t  a p p r o a c h e s
Clinical studies that have evaluated the effects o f multimodal encopresis 
treatments within the year o f treatment report symptom improvement m
63 to 94% of cases (Levine & Bakow, 1976; Nolan et al, 1991; Bulut & 
Tekant, 1991; Stark et al, 1990, Wakefield et al, 1984;Gleghom et al, 1991). 
These studies are based on retrospective data, small numbers o f subjects 
(<50) and mixed groups of subjects, e.g. inpatients and outpatients and those 
with either constipation or soiling. Indeed, the only prospective, randomised 
trial documenting the benefit of encopresis treatment that mcludes laxative 
medication also reports the lowest percentage (63%) o f positive responders 
(Rockney et al, 1996).
129
Bellman (1966), in a follow-up of 186 children with encopresis seen at two 
psychiatric clinics, foxmd a steady decline of the symptoms from age 6 years 
in boys and 8 years in girls until it disappeared in all by 10 years, except for 
relapses in 2 cases at 17 and 19 years respectively. There are few controlled 
trials o f treatment, so that the relative effectiveness o f different types of 
treatment is difficult to judge. Coekin & Gairdner (1960) and Davidson et al 
(1963) claim a high success rate (80-90%) in soiling with constipation using 
laxatives and enemas. McTaggart & Scott (1959) claimed good results with 
psychotherapy, with 10 out o f 12 children either cured or improved, while 
Pinkerton (1958) recorded success in 21 o f 30 cases using three techniques 
o f eliciting fantasy, free drawing and expression of aggression. Berg & 
Jones (1964) claimed freedom from symptoms for a minimum o f 6 months 
in 33 o f 38 cases (87%) with severe constipation, using a combination o f 
oral laxatives and simple psychological treatment. The results were also 
good (8 successful out o f 10 cases) in those with training problems without
constipation (Hersov, 1994).
OUTCOME
There have been very few studies to evaluate the long-term outcome of 
encopresis treatment in children. Most children with encopresis improve in 
response to treatment that combines demystification, emptying o f the bowel 
and toilet retraining. However, a significant proportion o f encopretic 
children, up to 40%, demonstrate incomplete resolution o f the symptom of
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faecal incontinence, even years after presentation and treatment (Rockney et 
al 1996).
Bellman (1966) noted that adult encopresis only usually occurred in people 
who were either psychotic or mentally handicapped. Several authors suggest 
that encopresis is a self-limiting symptom which children grow out of 
(Halpem, 1977; Bellman, 1966). This would suggest that the condition of 
encopresis clears up whether formally treated or not. This raises the question 
“How much more effective is treatment as against simply allowing nature to
take its course?
With encopresis a poor prognosis has been found in cases characterised by 
highly coercive or intrusive parent-child interaction (Kelly, 1996). Levine & 
Bakow (1976) in one o f the very few empirical studies o f encopresis 
treatment outcome, followed-up a group o f 127 children treated at Boston 
Children’s Hospital using a behavioural paediatric approach. At one year 
follow-up, the authors obtained outcome data on 110 o f these patients. 51% 
had been soil-free for at least 6 months, 27% showed marked improvement, 
14 % showed some improvement and 8% showed no improvement (Young
et al 1995).
Young et al (1995) suggest that there may he a small but significant 
subgroup o f children with encopresis for whom associated emotional, 
behavioural and social problems seem to be more severe and for whom
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treatment is less successful. Using an interdisciplinary treatment approach, 
treatment effectiveness, both in terms o f symptom resolution and second 
order, behavioural, and social changes in children with encopresis were 
found to be significant.
Although there has been some research following up the physical progress of 
childhood soiling and constipation, there appears to be no research 
following-up the psychosocial adaptation o f these children (Kelly, 1996). In 
contrast, there have been significant studies examining how behavioural 
ratings and parental management influences the outcome o f medical 
management. Children who do not respond to medical management do not 
have mothers who cope differently or avoid the problem as compared to 
children who do respond to treatment (Stark et al., 1990).
Encopretic and soiling children have been shown to have more behavioural 
problems, compared to standardised norms for children in the population 
(Kelly, 1996). However, their behaviour problems were not as severe as 
children referred to mental health services (Gabel, Chandra & 
Shindeledecker, 1988; Friman et al., 1988). A correlation between outcome 
and certain scores on the child behaviour checklist (CBCL), has been shown 
(Achenbach & Edelbrock, 1983; Gabel et al., 1988). Specifically, either 
very high or low scores predicted poor outcome at follow-up, whereas 
moderate scores predicted good outcome. This somewhat surprising result 
may he partly explained by the CBCL measuring parental perception of the
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child rather than an intrinsic aspect of deviant psychological functioning 
(Kelly, 1996).
Thapar, Davies, Jones & Rivett (1992) reviewed literature on the 
effectiveness o f verbal psychotherapy; behaviour therapy; physical 
treatment; and multimodal treatment programmes for encopresis. While 
noting a paucity of well-designed studies, they concluded that combined 
behavioural therapy and laxative use was the most effective treatment for 
children with soiling problems. Behaviour therapy packages in such 
instances involved contingency management and stimulus control where 
children were helped to develop a toileting routine. There was also some 
evidence for the effectiveness o f sphincter biofeedback (Murphy & Carr,
2000).
According to Kelly (1996) most childhood soiling and constipation rapidly 
responds to simple management; a moderate laxative regime and dietary 
advice works for the vast majority of children in a primary care settmg. 
Paediatricians have a 75-80% success rate with medical treatment together 
with simple bowel training and education of the family (Levine & Bakow, 
1976). Fundingsrud (1988) proposed a combined bio-psycho-familial 
approach starting at the first consultation, but few have the necessary time or 
training to undertake this type o f work (Kelly, 1996).
133
Encopresis almost always clears up by adolescence (Bellman 1966) and, 
although adult encopretics have been described, they are extremely rare 
(Graham et al, 1999). Treatment usually shortens the natural course o f the 
condition, so that over 90% may be expected to improve over a period of a 
year (Levine & Bakow 1976). Outcome is better for those children who 
have a reasonably well developed internal locus o f control’-a sense ofbem g 
in control o f their fate. A short history and the presence o f constipation are 
also good prognostic factors (Rockney et al. 1996). Although the encopresis 
disappears, associated symptoms, especially aggressive behaviour, may not 
(Graham et al, 1999).
CONCLUSION
Encopresis is a common problem affecting approximately 1% of five year 
olds (Kelly, 1996). It is also a problem with many associated difficulties, 
physical problems, medical and developmental, emotional and psychological 
difficulties, strained family and peer group relationships, educational 
problems and social difficulties (Buchanan, 1992).
Further study is required to clarify the complex influences of developmental 
factors, psychological factors within the child, the nature of the parent/child 
relationship and the qualify o f the family environment. When psychological 
and family influences are better understood we will be able to offer more 
effective interventions to complement any physical treatments required.
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In order to treat a child who soils effectively and to draw on findings from 
research it is necessary for the problems around classification to be resolved 
and the terms adequately defined so that the labels ‘soiling’, ‘encopresis’ 
and ‘chronic constipation’ are not used interchangeably. There are also 
problems in deciding which children have a physical problem requiring a 
medical approach to treatment and those with a psychological problem. 
Some children may require both and therefore a treatment programme that 
encompasses a whole child approach may he more effective than traditional
approaches.
From the studies reviewed the evidence suggests that because of the 
associated emotional and physical aspects of encopresis, a single cause or 
treatment is unlikely to be effective, therefore a family based, multi-modal 
approach may be the most successful approach.
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ABSTEIACT
The aim of the present study was to examine the proposition that the high 
level o f emotional and behavioural problems in Language Disordered 
children was due to their low self-esteem. This low self-esteem being, in 
turn, due to the difficulties the children encountered because of their 
T angiiggff Disorder. More narrowly, the study tested the conjecture that 
Language Disordered children had lower self-esteem scores than children 
without Language Disorder.
Three questionnaires. The Piers-Harris Children's Self-Concept Scale; 
Coopersmith Inventory (school form) and the Eysenck Personality 
Questionnaire (Junior EPQ) were administered to 14 children. The results o f 
the present study did not find significant differences between the mean 
scores of the Language Disordered children and the mean of the 
standardisation samples on either the Piers-Harris or the Coopersmith 
Questionnaires.
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INTRODUCTION
"So much is a man worth as he esteems him self. -Francois Rabelais (1495- 
1553)
This study compares the self-esteem of Language Disordered children with 
the self-esteem o f children in the normal population. It assesses the 
suitability of two self-esteem measures (Coopersmith Self-Esteem Inventory 
and Piers-Harris Self-Concept Scale) for use rvith such children. It also 
compares the Lie scale o f the Coopersmith with the Lie Scale o f the Eysenck 
Personality Questionnaire (Junior), in order to examine the possibility that 
children with language disorder are prone to dissimulation on self-esteem 
questionnaires.
The study developed out o f a request to the author to measure the level o f 
self-esteem in a group o f language disordered children attending a language 
club which was the first o f its kind in Ireland. This request was made by the 
speech and language therapists working with these children. The speech 
therapists predicted that the children were likely to have low-levels o f  self­
esteem. They based this assumption on parental accounts of the children's 
lives. The parents reported that the children lacked confidence, had few 
friends and were often bullied. In essence, a causal chain was presumed. The 
links in the chain were that language disorder caused the children to have
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low self-esteem; low self-esteem, in turn, led to lack o f confidence, failure to 
make fi'iends and being bullied. Self-esteem was viewed as an important 
causal factor and not simply as a by-product of other processes.
Initially, an attempt was made to review the relevant literature and gather the 
findings on self-esteem in language disordered children. An extensive and 
comprehensive search o f the literature was carried out. With the assistance 
o f the library staff at University College Galway, Ireland. The ERIC Data 
base was searched using a number o f key words: self-esteem, self-concept, 
self-image, language disorder, communication disorder, speech defects, 
articulation disorder. Unfortunately, no studies on the relationship between 
speech /language difficulties and self-esteem was found. Similar searches 
were made on the PyscLit Data base, the Psych. Info. Data base and the 
Online-Med. Data base, again with no result.
A further search was carried out at the Metropolitan University o f 
Manchester. With the assistance o f library staff, the Linguistic and Language 
Behaviour Abstracts were searched using similar key words as in the 
previous searches. Again, no references were found. The Department o f 
Speech and Language Therapy at Trinity College, Dublin was also 
contacted. They were unable to provide any references showing a connection 
between self-esteem and language disorder. They suggested contacting the 
Royal College o f Speech and Language Therapists, in London. A request to 
the Royal College received a reply stating they did not have searching 
facilities and they suggested contacting two organisations, AFASIC and
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ICAN for information. In addition, they supplied the name of one of their 
advisers who they thought might be aware o f relevant research articles. Each 
o f these leads were followed without success. Letters requesting help with 
the search were also sent to an educational psychologist and speech therapist 
working in a language unit in Northern Ireland. No reply was received.
The lack of research in this area posed a dilemma, whether to abandon the 
study or whether to proceed in order to respond to the original request from 
the speech therapy department. The latter position was taken and in so 
doing, presented an opportunity to examine the possibility o f contributing to 
the knowledge in this area.
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REVIEW OF THE LITERATURE
A review o f recent literature indicates that there is considerable interest in 
the link between speech/language disorders and psychiatric disorders in 
children. Also, there is much recent research on children’s self-esteem. There 
is, however, a dearth of literature which examines the specific effects o f a 
speech/language disorder on a child’s self-esteem. In light o f this, it is 
necessary to examine the research available on language disorder and self­
esteem separately.
Gordon (1991) suggests that language is important for social behaviour as it 
is through language that the child interacts with the world. It is through 
language that the child expresses emotions and feelings and learns to 
influence the behaviour o f others. Language is an important feature o f social 
interaction because language is a fundamental means by which we come to 
represent ourselves to others. This, together with our learning to regard 
ourselves fi*om the point o f view o f others, determines our self-concept 
(Gross, 1987).
Typically, human infants acquire the ability to speak and understand speech 
over the first three years o f life, seemingly effortlessly and without the need 
for systematic instruction even though they are exposed to less than
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consistent exemplars o f their mother tongue. This ability is specific to that 
age and stage of brain maturation and dwindles across childhood, to remain 
a markedly attenuated and imperfect aptitude in adulthood (Rapin, 1996).
Given the heterogeneity that language problems present (Stark & Tallal, 
1981), the diversity in the aetiology (Leonard, 1987), and our lack of 
understanding o f the factors affecting prognosis, the identification of 
language disordered children is not straightforward (Bishop & Edmundson, 
1987). The causes of Specific Developmental Language Disorders are 
unknown, but research findings (Robinson 1987) suggest that language 
disorder is more likely to occur in boys; there is usually a family history of 
speech and/ or language problems in the family; and language disorder often 
occurs in association with specific learning difficulties. Temple (1997) states 
that language disorder in children encompasses a wide range of specific 
problems and is present in at least 2% of children with a male-female ratio 
o f approximately 3:1.
Communicative handicaps are estimated to afflict, in varying degrees, 
approximately 10% o f the population (Panel on Communicative Disorders, 
1979). The DSM-IV (American Psychiatric Association, 1994) distinguishes 
between three disorders: expressive language disorder, receptive/expressive 
language disorder and phonological disorder. In receptive language disorder, 
the child has difficulty understanding spoken language whereas in 
expressive language disorder, the child has trouble expressing him or herself
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in speech; and children with phonological disorder both comprehend and are 
able to use a substantial vocabulary, but their words sound immature 
(Davidson & Neale, 1994).
Approximately 3-5% o f language disordered children show some 
chromosomal abnormalities. There may also be a history o f perinatal 
problems. In addition, language disorder in children is also associated with 
other miscellaneous conditions, e.g. cleft palate, clumsiness, seizures or 
epilepsy, left handedness or uncertain handedness. Emotional and 
behavioural difficulties can also co-exist with language disorders or they 
may develop as a consequence (Robinson, 1987).
PSYCHOLOGICAL EFFECTS OF SPEECH/LANGUAGE 
PROBLEMS
During the late 1930’s and the 1940's, case reports appeared in the literature 
suggesting a relationship between speech problems and emotional 
disturbances. For example, in a clinical report Dub (1948, p.25) stated that, 
"A speech defect, large or small, is usually accompanied by a lack of 
psychological balance."
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Disorders of the development o f language are likely to be central to the 
development o f human personality (Gualiteri, et al 1983). Numerous studies 
have shown that language delay is associated with later socio-emotional, 
behavioural and educational problems (Rutter & Mawhood, 1991). Gualiteri 
et al, (1983) found language deficits in 50% of the children admitted to child 
psychiatric services. Likewise, Cohen et al (1988) found 28% o f children 
referred to such services had moderate to severe language disorders. 
Beitchman et al (1996) suggested school failure and poor peer relations, due 
to language disorder, set in motion a sequence o f events that lead to, or 
increase, the risk of developing a psychiatric disorder. Benasich, Curtiss & 
Tallal (1993) investigated the relationship between developmental language 
disorders and emotional problems in 99 eight-year -old specifically 
language-impaired and control children using the Child Behaviour Checklist 
and the Connors Parent questionnaire. Language impaired subjects received 
higher behaviour problem scores. However, the authors caution that the 
enhanced incidence o f behaviour problems reported in their study may be 
related more to lower IQ than to linguistic deficit per se.
Cantwell & Baker (1982) found among six-hundred 2-16 year-olds 
presenting to a community clinic for speech or language evaluation, that 45 
had some type of affective disorder according to DSM-111 diagnostic 
criteria. Subjects with affective disorders tended to be older on the average, 
to have more psychiatric disorders, and to have more learning disorders than 
the "typical" child presenting for speech /language evaluation. Results from 
this study indicate that children with early speech or language delay are at
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risk for the development o f psychiatric disorder and that affective 
symptomatology may predominate among some of these children.
Silva, Williams and McGee (1987) studied speech and language disorders in 
a community sample. They foimd that children with language impairment at 
age 3 years had more teacher-reported behaviour problems at ages 7 and 9 
years, and more parent- reported behaviour problems at ages 9 and 11 years, 
than children with normal language (controlling for reading achievement, 
sex and family adversity).
Beitchman et al. (1986a) found a relationship between speech and language 
disorders and attention deficit hyperactivity disorder (ADHD) and emotional 
disorders (anxiety and depression) at age 5 years. Baker & Cantwell (1987) 
have shown that children with Speech and Language impairment in their 
Speech and Hearing clinic sample were at increased risk for ADHD and 
anxiety disorders at 5- year follow up. Girls were more at risk than boys for 
anxiety disorders and boys were more at risk than girls for ADHD, although 
S/L impaired girls had a higher prevalence o f ADHD (and emotional 
disorders) than is found in the general population.
Cohen et al (1987) assessed speech and language function in 37 children 
attending an out-patient mental health clinic. O f the children referred solely 
for a psychiatric problem, 28% had a moderate or severe language disorder 
that had not been previously suspected or diagnosed. They suggested that 
language disorders tended to be over-looked in children with disruptive
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behaviour and recommended that there should be routine screening of 
language in child psychiatric populations.
Baltaxe & Simmons 1990 studied 362 consecutive admissions to an in­
patient department o f child and adolescent neuropsychiatry. They found that 
63% of children diagnosed as having emotional disorders also had 
communication handicaps.
One possible explanation for the association between language disorder and 
psychiatric problems is that the language disorder causes behaviour 
problems to develop. A common view is that the frustration experienced by 
the child who cannot communicate leads to acting out behaviour (Bishop,
1994). Prizant & Wetherby (1990) suggested that even if the child does not 
experience more frustration, limited language skills may affect his/her 
responses to every day events. Language provides a framework for thinking 
about the self in relation to past and future events, which may be used to 
regulate arousal and emotional states. The child who lacks this framework 
may find it difficult to show self-control and to defer gratification.
Prizant & Wetherby (1990) suggested that it may be over simplistic to adopt 
a unidirectional view of relationships between early language and 
socioemotional development and they suggest that the transactional model o f 
Sameroff & Chandler (1975) provides a more satisfactory framework for 
explaining relationships between language and socioemotional development. 
According to this theory, developmental outcomes are the result o f dynamic
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interrelationships between child behaviour, care giver responses to 
behaviour and environmental factors that influence both child and caregiver 
(Bishop, 1994).
Cantwell et al. (1989) followed the progress o f a group of 14 boys who were 
identified as cases of developmental receptive dysphasia at the age of 4 -9 
years. When followed up 2-3 years later, most children had made significant 
gains in language skills, yet a substantial proportion had poor peer relations, 
with several apparently showing a deterioration in this aspect o f functioning. 
According to their parents, one-third lacked fi'iends and one-half did not 
participate in social groups. A further follow-up into adulthood revealed that 
in their mid 20s many of these men were socially isolated; out o f a group of 
seventeen, 4 were married and 2 had a close heterosexual relationship, and a 
further third had experienced a close fi'iendship but no love relationship 
(Rutter et al 1992).
Schweitzer et al (1992) studied the relationship between self-esteem and 
psychological adjustment. They found that self-concept and the expression 
o f psychopathology are inextricably linked. They state that adverse self- 
appraisal, particularly in relation to interpersonal dimensions of the self­
structure, is likely to increase the vulnerability to psychiatric disturbance 
and, via feedback mechanisms, tends to maintain and exacerbate symptom 
expression. However, the results o f their study are correlational and causal 
relationships cannot be inferred.
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Bishop (1994) suggested that the child's communicative difficulties lead to 
social rejection and/ or educational failure, and these negative responses lead 
to low self-esteem and associated emotional and behavioural problems. 
However, these routes from language impairment to behaviour disorder are 
not mutually exclusive. A second explanation proposes that the association 
between language difficulties and psychopathology reflects a causal link 
from emotional disturbances in infancy to language disturbances. This could 
arise if caregivers avoid an irritable and / or unresponsive child, so reducing 
the amount o f reciprocal communicative interaction. A third type of 
explanation views the association between language and behavioural 
problems as symptoms of a common underlying cause, such as neurological 
immaturity.
SELF-ESTEEM
Self-esteem refers to the evaluations people make and maintain of 
themselves. It includes attitudes of approval and o f disapproval and the 
degree to which people feel worthy, capable, significant and effective 
(Coopersmith, 1967). Corkille-Briggs (1970) reported that self-esteem is the 
sum of one's feelings about one's self, including the sense of self-respect and 
self-worth. One o f the earliest and most influential theories of the 'self was
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propounded in Cooley's (1902) theory o f the 'looking-glass self. Cooley's 
theory maintains that the self is reflected in the reactions o f other people, 
who are the 'looking-glass for one-self, i.e. in order to understand what we 
are like, we need to see how others see us. In this way the child gradually 
builds up an impression o f what it is like. At first the infant simply 
experiences a "stream o f impressions", these gradually become integrated 
and discriminated so that the distinction is finally made.
Coopersmith (1967) refers to self-esteem as the evaluation that the 
individual makes and customarily maintains with regard to himself. 
Rosenberg (1965) defined self-esteem as a positive or negative attitude 
towards the 'self. Self-esteem encompasses two basic psychological 
processes: the process of evaluation and the process of self-worth. Each is 
complementary to the other. However, the construct o f self-concept is 
probably best considered as having many facets particularly as children 
grow older and these facets may be inter-related in a hierarchical fashion 
(Marsh, et al 1983).
According to McKay & Fanning (1987), self-esteem is the armour that 
protects children fi*om the 'dragons' o f life: drugs, alcohol, unhealthy 
relationships and delinquency. Corkille-Briggs states in her book 'Your 
Child's Self-Esteem' (1970): 'A person's judgement o f self influences the 
kinds o f friends he chooses, how he gets along with others, the kind of
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person he marries, and how productive he will be. It affects his creativity, 
integrity, stability and even whether he will be a leader or a follower. His 
feeling o f self-worth forms the core of his personality and determines the use 
he makes o f his aptitudes and abilities. His attitude toward himself has a 
direct bearing on how he lives all parts o f his life. In fact, self-esteem is the 
mainspring that rates each of us for success or failure as a human being’. 
However, both of these arguments are based on assertion, as no evidence is 
cited to substantiate these views.
Murphy (1947) observed, ’Whatever the self is, it becomes a centre and 
anchorage point, a standard o f comparison, an ultimate real’. Our self-esteem 
will be partly determined by how much our self-image differs from our ideal 
self (Gross, 1987). Ziller (1973) argues that a person with high self-esteem 
tends to evaluate information in terms of its relevance and meaning to the 
self-concept. Jorgensen & Howell (1969) noted that the discrepancy between 
self and ideal self increased between 8 and 13 years as the child becomes 
more aware o f parental and societal standards.
Coopersmith (1967) assessed nine and ten year old boys for their level o f 
self-esteem by combining their results on his Self-Esteem Inventory with 
teachers’ evaluations o f the boys (their reactions to failure, self-confidence in 
new situations, sociability with peers and need for encouragement and 
reassurance) and their scores on the Thematic Apperception Test. O f the 
large original sample, Coopersmith selected five groups, including those 
who scored high on all three measures o f self-esteem and those who scored
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low on all three measures (17 per group). It was found that the high-esteem 
boys were confident about their own perceptions and judgements, expected 
to succeed at new tasks and to influence others and readily expressed their 
opinions. They were also doing better in school and were more often chosen 
as friends by other children than the low self-esteem boys; they also had a 
realistic view o f themselves and their abilities, were not unduly worried by 
criticism and enjoyed participating in activities.
By contrast, the low self-esteem boys were, 'a sad little group', isolated 
fearful, reluctant to join in, self-conscious, over sensitive to criticism, 
consistently underrated themselves, tended to under-achieve in class and 
were pre-occupied with their own problems. Surprisingly, there were no 
statistically significant differences in intelligence or physical attractiveness 
between the two groups. However, Coopersmith administered a 
questionnaire to the boys' mothers and gave them in-depth interviews, and 
the boys were asked about their parents' child-rearing methods. He found 
significant differences between the two sets of parents. He concluded that 
the optimum conditions fr)r the development of high self-esteem appeared to 
involve a combination of firm enforcement o f limits on the child s behaviour 
plus a good deal of acceptance o f the child's autonomy and freedom within 
those limits. Nevertheless, we must be careful not to infer from 
Coopersmith's findings that certain kinds of child-rearing methods actually 
produce different levels o f self-esteem in the child. Coopersmith's data are 
only correlational and his subjects were white middle-class boys and were 
not therefore a representative sample (Gross 1987).
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Duck (1983) observes that children with low self-esteem tend to withdraw 
socially, making fewer and fewer attempts to initiate friendships. Moreover, 
such children often attempt to protect themselves from rejection by adopting 
avoidant or aggressive interpersonal strategies and maladaptive 
psychological defenses. A positive self-esteem can thus be equated with 
positive self-evaluation, self-respect, self-acceptance; and a negative self- 
concept becomes synonymous with negative self-evaluation, self-hatred, 
inferiority and a lack o f feelings o f personal worthiness and 
self-acceptance (Bums, 1979).
Studies focusing on self-perception and peer relations show that children 
who have difficulties with their peers tend to display more negative self­
perceptions than do other children. Popular children on the other hand have 
more positive self-perceptions, including higher self-esteem, than children of 
low social acceptance (Asher, Hymel & Renshaw, 1984; Boivin & Begin, 
1989). According to Harter (1983), the child’s view of himself becomes 
more differentiated and involves more descriptions with motives, values and 
intentions and internal psychological states as he/she grows older. Pre­
school children tend to define themselves mainly in terms o f physical 
attributes, possessions, overt behaviour or preferred activities. At the age of 
seven or eight children are more aware of their private selves and begin to 
move towards more abstract self-descriptions. This is the time during which 
social comparison and concern with competencies arise.
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Bums (1979) states that the primary school-age child is extremely receptive 
to both peer and adult input concerning his person and performance, and he 
is more likely to believe and incorporate these into his personality and his 
behaviour. Humphreys (1993) contends that how children see themselves 
strongly influences their academic progress and that self-esteem is central to 
children’s educational development. Kelly (1955) believes that we derive our 
picture o f ourselves through the picture we have o f other people’s picture of 
us. We filter others’ views of ourselves through our view of them. We build 
up a continuous and changing picture o f ourselves out o f interactions with 
others.
Argyle (1969) believes that there are four major factors which influence the 
development of self-esteem, namely: the reaction o f others; comparison with 
others; social roles and identification. School children for instance are 
extremely concemed with how adults view them (parents, older siblings and 
other people whom the child values). It is the child’s perception of other’s 
reactions that makes such an important contribution to how the child comes 
to perceive itself because the child has no frame of reference for evaluating 
parental reactions. Argyle explains this in terms of introjection whereby we 
come to incorporate into our own personalities the perceptions attitudes and 
reactions to ourselves of our parents, and it is through the reactions o f others 
that the child leams its conditions o f worth, i.e. which behaviours will 
produce positive regard and which will not.
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Rosenberg (1965) studied large numbers of children in New York State and 
found those with the highest self-esteem tended to be of higher social class, 
to have done better at school and to have been leaders in their clubs, all of 
which represent the basis for a favourable comparison between the self and 
others. Adults also continually compare themselves with others in order to 
put their abilities and achievements into some sort o f perspective. (Gross, 
1987). Latane (1966) found that subjects in experiments are most interested 
to know about other subjects who are slightly better than themselves, 
therefore supporting the view that the performance o f others forms a frame 
o f reference for ourselves.
In recent years, more critical approaches to the importance of self-esteem 
have become prominent. According to Chavez (1996), researchers now are 
questioning whether money spent on enhancing self-esteem has been a good 
investment, since increases in self-esteem show little -if any- effect on actual 
achievement. She suggests that raising self-esteem may actually be 
dangerous, especially among individuals whose inflated sense o f self-worth 
is not consistent with reality.
"For at least a generation, it has been an axiom of U.S. education that 
children must have high self-esteem in order to perform well academically 
and U.S. students today measure higher than those from any other country 
on questions o f self-esteem. Unfortunately, they don’t do nearly as well
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on maths or science or reading, lagging far behind much of the industrial 
world in actual performance in these areas" (Chavez, 1996).
Other findings also have cast doubt on the supposed beneficial effects of 
high self-esteem. Baumeister, Boden & Smart (1996) evaluated studies of 
violent behaviour and found that high self-esteem is more often associated 
with violence than low self-esteem. The authors acknowledge that their 
conclusions run counter to conventional wisdom that low self-esteem is the 
source o f most anti-social behaviour, but their evidence for "the dark side of 
high self-esteem" is persuasive. The authors claim that "people turn 
aggressive when they receive feedback that contradicts their favourable 
views (of themselves). It is mainly the people who refuse to lower their self­
appraisals who become violent." A teenager who feels he hasn't received the 
respect he deserves is more likely to strike out than one who genuinely 
believes himself unworthy- a sign o f low self-esteem.
Baumeister and his co-authors cite dozens of studies o f murder, rape, 
domestic abuse and even terrorism that show that violence occurs more often 
when a perpetrator with a high -often inflated- opinion 
o f himself is challenged by someone he considers inferior. One study of 
more than 100 rapists, for example, confirms that rapists sometimes choose a 
particular victim in order "to disabuse her of her sense of superiority. That 
is, the woman gave the man the impression she thought she was better than 
he was and so he raped her as a way of proving her wrong" (Chavez, 1996).
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Perhaps the most interesting example given o f the correlation between high 
self-esteem and violent behaviour involves racist violence.
Nazism involved a whole ideology o f racial superiority that justified 
violence against those deemed weak or inferior. Similarly, the Ku Klux Klan 
during its heyday was often most violent against two groups who 
challenged the notion of white supremacy: upwardly mobile blacks, and 
whites who helped blacks or treated them as equals. The authors note that 
one study of whites belonging to hate groups demonstrated that those 
who engaged in violent behaviour actually were better educated and had 
higher career aspirations than non-violent members of such groups. 
Baumeister and his colleagues suggest that efforts to raise self-esteem 
actually may be making the problems of violence worse: "The societal 
pursuit o f high self-esteem for everyone may literally end up doing 
considerable harm." (Chavez, 1996).
Dawes (1994) in his book "House of Cards" questions the belief that 
deficiencies of self-esteem are responsible for the problems attributed to 
such deficiencies. "Poor self-esteem is often cited as the 'root cause' for 
failure to learn in elementary schools to failure in business to over­
achievement etc." Dawes argues that scientific evidence for such statements 
is lacking.
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Dawes contends that studies carried out for the California Task Force Report 
o f 1989, which was established to promote self-esteem, do not support the 
basic idea that self-esteem plays a causal role in determining various social 
behaviours. In the report the editor, Smelser (1989), writes: 'Low self-esteem 
is the causally prior factor in individuals seeking out kinds o f behaviour that
become social problems The real problem we must address -and which
the contributors o f this volume address- is how we can determine that it is 
scientifically true'. The problem faced by the editor and contributors is that 
what they "know" to be true turns out not to be "scientifically true." The 
editor telegraphs this conclusion when he writes: "One of the most 
disappointing aspects o f every chapter in this volume is how low the 
association between self-esteem and its consequences are in the research to 
date". Further, "If the association between self-esteem and behaviour is so 
often reported to be weak, even less can be said for the causal relationship 
between the two." The authors conclude that: 1. "There is insufficient 
evidence to support a direct relation between low-self esteem and child 
abuse". 2. "Low self-esteem should not be perceived as the primary cause of 
child abuse". 3. "There is no basis on which to argue that increasing self­
esteem is an effective or efficient means o f decreasing child abuse.
The authors also consider the relationship between self-esteem and academic 
achievement in schools. Firstly, the authors note the importance of 
differentiating between causality and correlation. The authors then review 
studies that simply present correlations and concludes that the average 
correlation found between various measures o f self-esteem and academic 
achievement is about .17.
168
Dawes highlights the near zero correlations between self-esteem and 
supposed dependent variables in the Task Force’s report. He states. We are 
left with a task force report that does not support the basic idea that self­
esteem plays a causal role in determining various social behaviours". Dawes 
adds "all that has been discovered concerning global self-esteem are very 
unimpressive correlations, and they can easily be accounted for on the basis 
that self-esteem reflects reality. The California Task Force has performed a 
valuable service, but not the one it intended. Rather, it created a volume of 
work demonstrating that the Holy Grail [self-esteem] of pop psychology is 
nothing more than a mirage" (Dawes, 1994).
Kaplan (1995) argues that self-esteem has been oversold in the media 
because there is no conclusive research evidence which shows a direct 
relationship between self-esteem and school achievement; teen pregnancy, 
drug and alcohol abuse; crime or welfare dependency.
What little literature there is on language disorder and self-esteem suggests 
that peer interaction with children with specific language impairment (SLI) 
and regular school peers is mainly negative and suggests that children with 
SLI have difficulties asserting themselves, making their views known and 
influencing others (Conti-Ramsden & Adams, 1995). Language function 
seems to be closely tied with social functioning in complex and dynamic 
ways (Fujiki & Brinton, 1994). Fransella (1972) explores the way in which
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stutterers who seemed to be on the verge o f a cure, often suddenly relapse. 
They know how to live as ’stutterers’ and understand how people react and 
relate to them in that role; but nearing cure, they are overwhelmed by a fear 
o f the unknown and the strangeness of being a fluent speaker- a non­
stutterer.
Querry (1970) conducted a study into the self-concept o f children with 
functional articulation disorders, using the Piers-Harris Self-Concept Scale. 
She found no difference between her sample and the normal population. She 
suggested that children with articulation disorders dissimulated when 
answering the self-esteem questionnaires, therefore disguising their lower 
self-esteem.
The relevant literature shows that a relationship exists between 
psychological disturbance, emotional / behavioural problems and language 
disorder. However, there is no published research on language disorder and 
self-esteem. The importance of self-esteem is being increasingly challenged 
(Chavez, 1996; Baumeister, Boden & Smart, 1996; Dawes, 1994, Kaplan
1995). The common assumption that there is a causal link between language 
disorder and self-esteem was not supported by the data fi-om the present 
study.
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RATIONALE FOR THE PRESENT STUDY;
Numerous studies have shown that children with speech or language 
disorders also tend to have more numerous social and behavioural 
difficulties than their non-language disordered peers (Chess & Rosenberg, 
1974; Gualiteri, 1983; Cantwell & Baker, 1985).
It is frequently assumed that children with Language Disorders have lowered 
self-esteem. (However, as stated in the introduction, there is no published 
research showing that children with Language Disorders do, in fact, have 
lowered self-esteem).
It is also frequently assumed that lowered self-esteem contributes to social 
and behavioural difficulties. (This assumption has also been increasingly 
questioned in recent research literature).
On the basis of these two assumptions, a causal chain is often hypothesised 
which posits these steps:
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Step 1: Communication difficulties cause failure in school and social 
rejection.
Step 2; School failure and social rejection cause lower self-esteem.
Step 3: Lower self-esteem causes emotional and behavioural problems.
This study tests the assumption that the causal link between language 
disorders and emotional /behavioural problems is through a change in self­
esteem (S.E.). Clearly, if children with Language Disorder (L.D.) do not 
have significantly lowered S.E. when compared with their non-L.D. peers 
then it is illogical to attribute their higher level o f emotional and behavioural 
problems to lowered self-esteem.
Therefore the logic of the core project is simple and follows the schema 
outlined by Popper (1972). In summary. Popper suggests that we start with 
an assumption or conjecture based on our knowledge and thmking to date, a 
conjecture we wish to put forward as possibly true but in need o f testing. 
From this conjecture, we deduce certain consequences, previously 
unobserved, which must be true if the conjecture is true. Then we examine 
the external world to see if  the predicted consequences are there to be seen. 
I f  they are not, and if our inferences are correct, then we can conclude that 
our assumption or conjecture is untrue. I f  we do observe the predicted 
consequences we can conclude that our conjecture is to some degree 
corroborated. In this case, the prediction is that children with language 
disorder will have lower self-esteem. I f  borne out then the proposed causal 
chain will have received some corroboration- but will not o f course be 
proven to be true. If  the observations fail to show that children with L.D
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have lowered self-esteem, then the proposed causal chain looks less likely to 
be the case.
Unfortunately, because of a near total lack of previous research on the topic 
there is little knowledge of the use o f Self-Esteem Questionnaires with 
Language Disordered children. So it was necessary to carry out a 
subordinate investigation to examine the reasonableness of using self-esteem 
questionnaires with language disordered subjects.
Two of the most popular Self-Esteem questionnaires, the Piers-Harris 
Children’s Self-Concept Questionnaire and the Coopersmith Self-Esteem 
Inventory were administered to the subjects. The results o f these two 
questionnaires were then compared. Two outcomes to this comparison were 
possible. Firstly, the scores on the two questionnaires could broadly agree 
with each other. If  so, we would have some reason to be confident that both 
questionnaires gave a reasonably valid measwe of self-esteem.
Secondly, the scores on the two questionnaires could either be uncorrelated 
or negatively correlated. In this case at least one and possibly both 
questionnaires would not be measuring self-esteem. Consequently, we could 
deduce little from the results beyond the inadequacy of the measures used.
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A further problem was raised by Querry (1970; see Introduction) as to the 
possibility that children with articulation disorders dissimulated when 
completing self-esteem questionnaires. In order to test this assumption, the 
EPQ (Junior) was administered to the subjects in order to compare the Lie 
Scale on the EPQ with the Coopersmith Lie Scale because the Piers-Harris 
does not contain a Lie Scale. Clearly, a high correlation with the Eysenck 
Lie Scale would give confidence in the Coopersmith Lie Scale.
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METHOD
SAMPLE: 
(A) Method of obtaining sample.
A letter o f introduction and a copy of the research proposal was sent to the 
relevant Principal Speech and Language Therapists in the Western Health 
Board, Midland Health Board and the Mid-Western Health Board in Ireland. 
In all, four speech therapy teams were contacted and a positive response was 
obtained from each. Suitable subjects for this study were then selected by 
individual speech therapists and a letter o f introduction and a consent form 
was sent to parents. Permission to assess their children was granted by all 
parents contacted.
Identification of subjects for inclusion in the study:
Principal speech therapists approached team members who identified 
children with a language disorder, who were suitable for this study. The 
following criteria were applied:
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1) All subjects were to be within the age range o f 8 to 14 years.
2) Intellectual functioning was not to be below the low average level.
NUMBERS OBTAINED.
The final sample obtained consisted o f 14 children from 3 sources. O f these 
8 were male and 6 were female. Although the speech therapists involved 
were all very enthusiastic about this research and initially expected a larger 
number of participants, the final sample was disappointingly small. Many 
children presenting with language disorder did not meet the selection 
criteria. The main reason for their exclusion was their age: they were too 
young for the measures used.
DESCRIPTION OF THE GROUPS.
Children from three sources were selected:
Source 1: language club children.
Five subjects were recruited from a Language Club for children 
between the ages of 8-14 years, who presented with language 
impairment. The club was set -up as a response to parents concerns 
that their children lack confidence in their ability to communicate, 
despite receiving regular speech therapy. The aims o f the club
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were to provide a social setting in which appropriate use o f 
language could be encouraged and where the children could talk 
about feelings of embarrassment when making mistakes in 
communication and where they could practice speaking, listening 
and turn taking skills.
Source 2: Language unit/class children.
Source 2 consisted of 3 children who were attending a language unit. 
Language units are located in mainstream schools and cater specifically for 
children with speech/language impairments.
Source 3: Speech therapy only group.
Source 3 consisted of 6 children who were receiving regular speech therapy 
fi-om local Speech and Language Therapy clinics only.
PROCEDURE:
To give the children some training in the technique of answering 
questionnaires, each child was first given a mock questionnaire. The 
children each answered five simple questions, consisting o f statements such
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as 'my dad is a spaceman'; 'I can drive a car', (see appendix). The child had 
to answer 'true' or 'false'. Their responses on this were then checked before 
proceeding with the battery of questionnaires.
Each child then completed the Piers-Harris Self-Concept Scale, the 
Coopersmith Self-Esteem Inventory and the Eysenck Personality 
Questionnaire, individually. It was explained that the purpose o f the 
questioimaires was to find out their likes and dislikes. They were assured 
that their responses would be confidential. The questioimaires were read 
aloud to each child, question by question. Each child marked their responses 
by tip.king the appropriate reply under the supervision o f the author. This 
would allow the author to identify any words or meanings the child did not 
understand given their language disorder.
MEASURES:
Three measures were used. These were:
1. Piers-Harris Children's Self-Concept Scale
2. Coopersmith Self-Esteem Inventory (School Form)
3. Eysenck Personality Questionnaire (Junior)
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Piprs-Harris Children's Self-Concept Scale.
This self-report test, subtitled The Way I  Feel About Myself consists o f 80 
yes-no items and is widely used to assess children s self-esteem (Piers- 
Harris, 1984). This is a global composite o f domains including the physical 
appearance and attributes subscale which gives an appearance related scale. 
Although the physical appearance domain is not independent o f self-esteem, 
this appearance related scale allows a more specific reference to an 
individual's interpretations o f the strengths and weaknesses of their self­
presentation as an integral part o f their self-concept (Pierce & Wardle,
1993).
In this test the children were asked to circle yes or no to such statements as I  
am good in my schoolwork. A high score indicates high self-esteem. As 
different meanings were assigned to some of the words in Ireland, the 
following words in the Piers-Harris questionnaire were changed: smart to 
clever, bother to worry, pretty to nice, obedient to well behaved, pep  to 
energy, pleasant to nice.
Scoring:
For each item respondents have a choice of two possible answers. Items are 
scored in the direction o f positive self-concept so that the higher the raw 
score, the more positive the child's assessed self-concept. The total raw score 
is the total number o f responses marked in the positive direction. A scoring 
key is also used to determine raw scores for the cluster scales. The total raw 
score and cluster scores may be converted to percentiles, stanines, and / or
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standardised T-scores to aid in interpreting the scale, which can be compared 
with published norms. Results may be displayed on a profile form.
Validity of Scale.
Estimates o f the content, criterion-related, and construct validity o f the 
Piers-Harris have been obtained from a number o f empirical studies. These 
studies have used a variety of approaches including item analysis, 
intercorrelations among the scales and items and comparisons o f the 
responses of various criterion groups. Finally, the Piers-Harris has been 
compared to other scales designed to measure similar constructs (Piers- 
Harris, 1984).
Reliability
A number of studies have investigated the test-retest stability o f the Piers- 
Harris with both normal and special samples. The reliability coefficients 
ranged from .42 (with an interval o f 8 months) to .96 (with an interval o f 3 
to 4 weeks). The median test-retest reliability was .73. Querry’s (1970) study 
on the self-concepts of third-and fourth-grade students with normal speech, 
mild articulation disorders, and moderate articulation disorders, reported 
reliability coefficients o f .86, .96, and .83, respectively.
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Coopersmith Self-Esteem Inventory (The School Form. Coopersmith, 
1967)
This form is intended for children aged 8 to 15 years and consists o f fifty- 
eight items: fifty self-esteem items and eight items that constitute the Lie- 
Scale, which is a measure o f a student’s defensiveness. The self-esteem 
items yield a total score and separate scores for four sub-scales: General 
Self, Social Self-Peers, Home-Parents, and School-Academic. The 
subscales allow for variances in perceptions o f self-esteem in different areas 
of experience.
Scoring
The Coopersmith can be scored by using scoring keys. Negative items are 
scored *correct if they have been answered "unlike me". Positive items are 
scored *correct if  they have been answered like me . The School Form 
includes eight items that constitute the Lie Scale. The Lie Scale items are 
always scored negatively. The total self-score is the sum o f self-esteem 
items answered positively. For the School Form the total raw score is 
multiplied by 2. This results in a maximum possible Total Self-Score o f 100.
Subscales of the Coopersmith SEI
General Self Subscale (Gen).
Social Self-Peers Subscale (Soc).
Home-Parents Subscale (H).
School-Academic Subscale (Sch).
^positively
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Reliability
Kimball administered the SEI to approximately 7600 school children in 
grades 4 to 8. The sample included students o f all socio-economic ranges. 
Kuder-Richardson reliability estimates (KR20s) were generated for each 
grade level. The coefficients obtained range from .87 to .92 (Coopersmith, 
1981). Other studies are reported in the manual which support the 
reliability of the SEI.
Validity
A study of the SEI (School Form) construct validity was reported by 
Kokenes (1974,1978). Her investigations included over 7600 school 
children in grades 4 to 8 and were designed to observe the comparative 
importance o f the home, peers and school to the global self-esteem o f pre­
adolescents. Her study " confirmed the construct validity o f the subscales 
proposed by Coopersmith as measuring sources o f self-esteem" 
(Coopersmith, 1981).
Junior Evsenck Personality Questionnaire^
This test consists of eighty-one questions with four dimensions: 
Psychoticism (P), Extroversion (E), Neuroticism (N) and Lie Score (L).
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Scoring:
The questions are scored by using the appropriate scoring sheets. There are 
four keys for the Junior version. There is One sheet for each o f the 
dimensions to be measured (i.e. P, E, N and L) which is placed over each 
page o f the questionnaire in turn. One point is given for each answer which 
is endorsed in the same direction as that given in the key. The total score is 
the sum o f these points
Reliability:
Results for test-retest reliabilities on older children range from an extremely 
low figure o f .55 to .89. The reliabilities of the E, N, and L scales are all 
within the .7 to .9 range; those for P are a little below the .7 value. The EPQ 
(Junior) manual states "one would not expect reliabilities o f young children's 
questionnaire replies to be as high as those o f adults and the figures bear out
this expectation From the age of 10 onwards, reliabilities are usually
above .6, and frequently above .7; these values are not inferior to those 
available for other published scales .
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Validity
There is no discussion of the validity of the EPQ Junior in the manual. 
RESULTS
The various scores obtained are tabled in the appendix. Comparisons made 
on the basis of these scores are discussed below.
The first comparison examined how closely the two measures of self-esteem 
(Coopersmith and Piers-Harris) agreed with each other. The distribution of 
the two sets of scores is illustrated below:
E  20
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self-concept, while the lower score reflects a negative or a poorer self- 
concept.
First the scores on Coopersmith Inventory and the Piers-Harris Self-Concept 
Scale were compared to see how closely they agreed. A high positive 
correlation would indicate that both tests were measuring a similar entity.
A Pearson's r correlation coefficient between the two sets o f scores was 
calculated: r = .72 p < .01*
Thus this correlation is unlikely to be due to chance. Nevertheless, it is also 
noteworthy that the 'explained variance' is just over 50%. On the basis o f this 
moderately high r, we can conclude that both the Coopersmith and the Piers- 
Harris are probably measuring the same variable with these children, as 
opposed to different variables with the same name. Either questionnaire 
could be used as a working measure o f self-esteem.
The next comparison considered the Lie Scale scores on the Coopersmith 
Inventory and the Eysenck Personality Questionnaire. The results were not 
encouraging. Firstly, as compared with Coopersmith's report that fewer than 
.5% of the children in the Trowbridge sample scored over 3 on the Lie Scale 
of the Coopersmith Inventory, 61% o f the present sample o f language 
disordered children got scores higher than 3. This is a very marked 
difference which lends support for Querry's (1970) findings that children
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with articulation problems dissimulate more than children in the normal 
population on self-esteem questionnaires. Nevertheless, it is not possible to 
attribute the problem simply to the 'defensiveness' of the language 
disordered children.
A Pearson’s r between the two sets of scores was calculated; r = .53 p > .1
The correlation between the two scales is moderate. When tested for 
significance (i.e. null hypothesis r = 0), it is not possible to reject the null 
hypothesis at the 5% level. The failure to get a significant result may be due 
to the small sample size. This suggests that the two Lie Scales might be 
measuring different things. Therefore, we must have some reservations in 
accepting the efficacy of the Lie Scale.
The distribution of the scores is presented below:
L lECOOP
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The next two comparisons were crucial for the research. They examined the 
mean scores o f the Language Disordered Children on the Self-Esteem 
Questionnaires to see whether they were significantly lower than the mean 
o f the Standardisation samples and hence of the general population. The 
mean scores on both the Coopersmith and the Piers-Harris were considered.
A comparison o f the Mean Score for self-esteem on the Piers-Harris for the 
Language Disordered Group v the mean o f the Standardisation Sample of 
♦Pennsylvanian Public School children in the Piers-Harris Manual gave the 
following result:
Mean Score Language Disordered Group (N= 14) = 48.54 S.D. = 14.6 
Mean Score Standardisation Sample (N= 485) =56.04 S.D.= 11.79
The significance o f the difference between the two means was tested using a 
one sample z-test (Minitab) z = -. 86 p value .19. Clearly a difference o f this 
size could readily be due to chance. There is little support in these scores for 
the assumption that the Language Disordered children have self-esteem 
scores lower than those in the normal population.
*This was the largest sample
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A similar comparison was made using the Coopersmith scores. The mean 
scores were:
Mean Score Language Disordered Group (N = 13**) = 57.54 S.D. = 15.71 
Mean Score Standardisation Sample (N = 643) = 63.8 S.D. -  14.8
The significance o f the difference between the two means was again tested 
using a one sample z-test (Minitab) z = -1.39 p value .083. Agam the results 
yielded little support for the proposition that children with language disorder 
have lower self-esteem scores on the Coopersmith Inventory when compared 
with children in the general population.
One consideration needs to be addressed. The direction o f the difference in 
both o f the comparisons is in the 'right' direction to support the hypothesis 
that a real deficit in self-esteem for the language disordered children might 
exist. However, the magnitude o f the difference is not sufficient to allow a 
confident rejection o f the null hypothesis. Perhaps a larger sample, had such 
been available, would have been more enlightening.
**One Subject's scores on the Coopersmith Inventory could not be included.
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DISCUSSION
The data from the first comparison indicate that the Piers-Harris Children s 
Self-Concept Questionnaire and the Coopersmith SEI are probably 
measuring similar entities, r = .72. Disagreement between the two measures 
would have shown that at least one and quite possibly both were not 
measuring self-esteem accurately in language disordered children. Their 
agreement provides support for the belief that both questionnaires are 
measuring self-esteem in these children as they both do in the normal 
population. This replicates the findings o f Schauer (1975) who found the 
highest correlation o f .85 between these two measures, with a sample o f 215 
normal children in grades 5-6. Schauer (1975) reports that the reason for this 
is that the Coopersmith resembles the Piers-Harris in format and age-range. 
It was concluded that both questionnaires could be used as measures o f Self- 
Esteem in Language Disordered children.
An independent check was made in the present study on the adequacy o f the 
Coopersmith Lie Scale. All o f the children completed the Eysenck 
Personality Questionnaire, which was included because it contained a Lie 
Scale. When the results o f the Coopersmith Lie Scale were correlated with 
the results on the Eysenck Personality Questionnaire's Lie Scale, the 
correlation obtained (r = .53), while positive and moderately high, is not
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significant at the 5% level. This may be partly attributed to the modest 
sample size.
Unfortunately, no norms are given for the Coopersmith scale in the manual, 
therefore it is not possible to compare the Lie Scale scores o f the present 
sample with the standardisation group. Trowbridge (1972) found that less 
than 0.5% of his sample of 3789 children scored over 3 on the Lie Scale. 
When compared with Trowbridge’s result this certainly provides some 
evidence that the children in this study may have dissimulated which would 
add support to Querry’s (1970) findings. The evidence, however, is very 
weak due to the lack of proper Norms in the Coopersmith manual.
The core question of this study asked: Do children with Language Disorder 
have lowered Self-Esteem compared to the Normal Population?
The present study using both the Coopersmith and the Piers-Harris 
Questionnaires failed to produce evidence for a statistically significant 
difference between the mean of the Language Disordered group and the 
Means of the Standardisation Populations. Piers and Harris (1984), in 
summarising the results o f studies that have employed their self-concept 
scale, report that means have ranged from 51 to 61 with a mean of means of 
55. In the present study the mean and S.D. for the self-concept scores on the 
Piers-Harris fall below this range (sample mean = 48.54). A summary of 
results for the Coopersmith SEI is not reported in the manual. The total 
mean scores on some of the studies cited range from 57 (Owens &
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Gustafson, 1971) to 76 (Strodtbeck, 1972) compared with a mean o f 57.54 
on the Coopersmith SEI in the present study.
Nevertheless, the significance o f the difference between the sample means 
and the means o f the measures employed (Piers-Harris p=. 19; Coopersmith 
SEI p= .083) gives little support for the submission that language disordered 
children have lower self-esteem than their peers in the normal population. 
Therefore, the assumption that behavioural and emotional problems are due 
to self-esteem are problematical and therefore not established. I f  there was a 
very strong effect one would expect it to emerge even with a very small 
sample size.
In the present study the sample size was small. This was due in part to the 
age range o f the children selected ( 8 - 1 4  years). This age group was chosen 
because both o f the self-esteem measures employed were for use only within 
this particular age range. However, most language disordered children 
known to the speech therapy services were less than 8 years old as few 
receive ongoing speech therapy after this age.
Another factor to consider is that soitie o f the questions used may have been 
difficult for the children to understand. Some Speech and Language 
Therapists did express reservations about the ability o f some children to 
comprehend a number of the questions.
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The questionnaires were given in one session both to cause minimum 
disruption to the children and to reduce travel times for the author as the 
sample was distributed across four counties. This may have caused some 
children to lose concentration. Nevertheless, most of the children 
concentrated well and seemed to enjoy the one to one attention they
received.
A suggestion for future research may be to extend the sample to all children 
receiving speech and language therapy, and to compare self-esteem levels 
with different types o f communication problems. In addition, to look at the 
difference in self-esteem across the different age ranges, i.e. whether or not 
there is a decline in self-esteem during the adolescent stage. This 
information would also be useful for speech and language therapists.
CONCLUSIONS
In summary, the present study did not find significant differences between 
the mean self-esteem scores o f Language Disordered children and the mean 
of the standardisation samples, on either the Piers-Harris or the Coopersmith 
questionnaires. Hence, no support for the proposed causal chain, leading 
from language disorder through lowered self-esteem to behaviour disorders
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or emotional disturbance were found. Some very weak support for such a 
causal chain was given by the direction o f the differences between means.
Confidence in this conclusion was affected by the possibility that language 
disordered children may have a tendency to dissimulate when answering 
questionnaires. Some weak support for this contention emerged but the small 
sample size prevented a confident judgement.
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APPENDIX A
Subject Details
SUBJECT GENDER LANGUAGE PROBLEM Date Tested D.O.B AGE
1 M Dysparaxia Alexical 27/03/96 18/01/88 08/03/09
2 M Dysparaxia Alexical 28/03/96 06/10/85 10/06/21
3 F Language Disorder 15/12/95 20/04/86 09/08/26
4 M Language Disorder 09/08/96 16/11/83 12/09/23
5 F Language Disorder 15/12/95 21/01/85 10/11/23
6 F Language Disorder 09/08/96 25/03/88 08/05/16
7 M Language Disorder 15/12/95 11/11/84 11/02/02
8 M Language Disorder 09/08/96 28/01/87 09/07/12
9 M Language Disorder 15/12/95 06/03/84 11/10/10
10 F Language Disorder ? Aspergers 16/12/95 18/07/87 08/05/29
11 M Language Disorder 27/03/96 11/07/85 10/09/16
12 M Dysparaxia Alexical Syntactic 27/03/96 13/05/86 09/11/14
13 F Dysparaxia Alexical Syntactic 26/03/96 11/12/87 08/04/15
14 F Language Disorder 09/08/96 03/12/81 14/09/06
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Appendix B 
Coopersmith Scores
Subject number Coopersmith General Social Home School Liescale
1 38 9 4 3 3 7
2 52 14 4 5 3 2
3 44 11 3 4 4 3
4 36 11 1 3 3 3
5 68 16 .4 8 6 5
6 56 11 5 7 5 6
7 76 21 6 6 5 1
8 52 11 5 4 6 2
9 66 14 6 6 7 5
10 no score no score no score no score no score no score
11 56 14 5 5 4 4
12 42 9 2 7 3 6
13 80 19 6 7 8 5
14 82 22 7 5 7 5
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Appendix C
Piers-Harris Scores
Subject number Piers-Harris Behaviour Inteii.School Appearance Anxiety Popular Happiness
1 57 14 12 7 14 14 6
2 48 13 5 2 10 10 8
3 24 3 7 5 4 1 4
4 28 5 9 1 4 1 2
5 64 13 15 10 10 9 10
6 56 9 13 10 10 9 9
7 58 13 13 6 11 10 5
8 47 9 8 5 13 7 9
9 61 7 11 9 13 11 10
10 50 5 11 10 8 6 10
11 45 8 8 7 10 7 7
12 21 5 2 3 3 no score 3
13 66 16 14 7 12 9 8
14 56 15 9 3 11 11 9
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Appendix D
EYSENCK PERSONALITY QUESTIONNAIRE SC O RE'^U N IO IU
SUBJECT Eysenck Psych. Eysenck Extrav. Eysenck
Neuro.
Eysenck Lie
1 0 8 1 17
2 0 12 9 7
3 5 7 6 9
4 6 9 15 9
5 7 7 7 9
6 0 8 2 11
7 0 11 4 11
8 6 8 5 8
9 0 14 7| 12
10 7 8 9 6
. 11 2 11 12 15
12 3 17 14 9
13 5 11 5 13
14 1 20 4 17
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APPENDIX E
PRACTICE QUESTIONNAIRE
Below are a number of statements. Answer each one by ticking either 
True or False.
1) My Dad is a spaceman True False
2) I have red hair True False
3) I go to school True False
4) I have brown orange eyes True False
5) I can drive a car True False
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LANGUAGE DISORDERS IN CHILDREN: ASSOCIATED 
PSYCHOLOGICAL PROBLEMS, SOCIAL COM PETENCE AND 
PEE R  ACCEPTANCE.
ABSTRACT
According to the literature children with language disorders often encounter 
a high degree of emotional/ behavioural problems and social difficulties.
This study examined the existence o f these psychological problems in 
language disordered children attending language units.
Relationships between language disorders and emotional/behavioural 
problems, social acceptance and peer acceptance were investigated in 63 
language disordered children using the Achenbach Child Behaviour 
Checklist, Achenbach Teacher Form, Harter Pictorial Scale o f Perceived 
Competence Child Communication Checklist and Test for the Reception of 
Grammar. The participants were asked to rate their own level o f acceptance 
and competence. The hypotheses were that the language-disordered children 
would have more psychological problems and view themselves as less 
socially competent and accepted by their peers than children in the normal 
population. The results demonstrated that the language-disordered children 
in this study did not have higher behavioural problem scores than normal 
children. However, there was some evidence to suggest that when individual 
problem scales were analysed that these children did have higher scores on
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the Withdrawn, Social and Thought problem scales. Contrary to predictions, 
no significant differences were found between the participant’s scores on the 
Pictorial Scale o f Perceived Competence compared with that o f the 
standardised group.
The overall positive, perceived view of the participants and relatively low 
behavioural problem scores may be related to the positive experience of 
being in a language unit.
Possible reasons for the non-significant findings are discussed together with 
criticisms of the present study.
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INTRODUCTION
This research examines the psychological problems of language disorders m 
children. Previous studies have found a strong association between language 
disorders and emotional and behavioural problems (Baker & Cantwell,
1982; Gualtieri et al 1983; Beitchman et al, 1986 Cohen et al 1993).
McAndrew (1999) examined the proposition that the high level o f emotional 
and behavioural problems in language disordered children was due to their 
low self-esteem and that their low self-esteem in turn was possibly due to the 
difficulties the children encountered because of their language disorder. The 
results of the study suggested that language disordered children did not 
experience low self-esteem. However, the sample was very small and there 
was some evidence to suggest that the children in this sample may have been 
dissimulating. Although the predicted correlation was not found m this 
earlier work it was decided to examine this proposition further usmg a larger 
sample and different measures. Since language disorders and emotional 
/behavioural problems can coexist, does the language disorder cause the 
emotionalAiehavioural difficulties? It could be that neither of these factors 
produced the other but rather both are the product o f some third factor. Can 
it he that the child with a language disorder experiences a higher degree of 
emotional and behavioural problems because o f the frustration they
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experience in trying to communicate and that this leads to low self­
perception which in turn leads to emotional and behavioural problems?
Given that there is considerable research in the literature that had looked at 
the link between speech/language disorders and emotional/ behavioural 
problems it seemed that the possibility of poor self-perception and its 
associated psychological problems was worth pursuing. Hence the extension 
o f the original work. It was therefore decided to use a larger sample in order 
to try and achieve a more confident result and to use different measures that 
yield more information and also assess emotional and behavioural problems
in this population.
By researching the psychological effects o f language disorders in children 
the information this yields will have implications for the therapeutic 
intervention with this population. Not only in addressing their language 
disorder with regular speech therapy but also identifying any underlying 
psychological problems, such as the firustration o f not understanding 
language or o f not being understood, difficulty relating to peers and whether 
or not these difficulties differed with age and/or sex.
According to Gualiteri et al (1983) language disorders may be as common in 
psychiatric populations as psychiatric symptoms are in populations o f 
language disordered children. This would therefore suggest that children
214
attending child guidance services should be screened for a language problem 
that may go otherwise undetected. I f  children with a language disorder, who 
may also be experiencing co-morbid psychological problems, are identified 
at a young age, then early intervention could possibly offset some or all of
these difficulties.
Co-morbid conduct problems are common among children with severe 
receptive-expressive disorders. Baker and Cantwell (1982) found that 
conduct problems occurred in up to 95 per cent o f cases of specific 
receptive-expressive language disorder, 45 per cent of cases of expressive 
language disorder and 29 per cent o f cases of articulation disorder (Carr, 
2000). Bishop and Adams (1990) found that 35-46 per cent of cases with 
persistent specific language disorders also developed specific reading 
retardation at school.
According to Whitehurst and Fischel (1994), psychosocial factors play a 
significant role in maintaining language problems. Low socio-economic 
status, large family size and problematic parent-child interaction patterns 
involving conduct problems characterise rpany cases of language disorder, 
and the more severe the disorder, the worse the conduct problem. Evidence 
suggests that a variety o f mechanisms may link these psychosocial factors to 
language problems. First, language problems may lead to frustration in the 
areas of communicating with others or achieving valued goals, which find 
expression in misconduct. Second, children with language problems may
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have difficulty controlling their conduct with inner speech. Third, parents 
with poor parenting skills and multiple stresses (such as large family size 
and low socio-economic status) may become trapped in coercive cycles of 
interaction with their children (Carr, 2000).
The remainder o f the chapter that follows critically reviews contemporary 
literature regarding language disorder and associated behavioural and 
emotional problems, peer relations and the impact of these factors on a 
child’s social competence and acceptance. The review concludes with a 
summary and critique o f existing literature followed hy a discussion o f the 
specific research question and hypotheses suggested by the review and
examined in this thesis.
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REVIEW OF THE LITERATURE
LANGUAGE DISORDERS
A specific developmental language disorder implies that a child lags behind 
in normal language development in the absence of a hearing loss, a mental 
handicap or environmental deprivation (Bishop, 1992). According to Gordan 
(1987), ‘of all the disabilities that can affect children, difficulties with 
communication are among the most severe and distressing’. Language 
problems can have consequences for numerous aspects of development 
including cognition, educational attainment, social, emotional and 
behavioural development (Howlin & Rutter, 1987; Paul, Cohen and 
Caparulo, 1983) and may sometimes be linked to later psychoses (France
and Graved, 1991).
as aThe prevalence of language impairment in the population varies 
function of age. Whitehurst & Fischel (1994) concluded that language 
impairments are most prevalent in 2-year-olds (9-17%). In 3-year-olds the 
prevalence drops to between 3% and 8% and in 5-year-olds to between 1% 
and 3%. There are fewer data concerning the prevalence o f language 
impairments in school-aged samples but the most common estimate is 3%
(Richardson, 1989).
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Youngsters with language problems experience a number o f difficulties that 
include, but are not limited to, deficiencies in using tense or plural markers 
in correct pronoun usage, limited vocabulary, restricted word meanings, 
problems with figurative language and jokes, poor comprehension and 
spoken language skills, difficulty understanding questions and following 
directions, and problems participating effectively in conversations. Specific 
examples of pragmatic behaviour could include the ability to maintain or 
stay on a topic, as opposed to irrelevant comments, unorganised narratives, 
inappropriate questions, or excessive interruptions. O f the five areas of 
language problems, pragmatics is particularly relevant to practitioners 
working with youngsters with emotional and behavioural disorders because 
o f its relationship with interpersonal competence (Sanger et al 1994).
LANGUAGE DISORDER AND ASSOCIATED EMOTIONAL AND 
BEHAVIOURAL PROBLEMS
There is a growing body o f literature outlining research and providing 
evidence for a link between psychiatric disorder and speech/ language 
impairment. Several o f these studies have looked at the prevalence of 
psychiatric illness in pre-school-aged children or in children referred to 
speech/language clinics. Using the definition of psychiatric disorder adopted 
by Rutter et al. (1970) as a ‘disorder of behaviour, emotions or relationships 
sufficiently prolonged and/or severe to cause distress to the child and /or a 
disturbance in his environment’, Cantwell, Baker and Mattison (1979) 
looked at 100 consecutive speech/language clinic referrals of children
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(ranging in age from 2 to 13) and found over half to have at least one 
psychiatric diagnosis. The most common were attention deficit disorder 
(with or without hyperactivity), oppositional disorder and anxiety, but no 
specific psychiatric diagnosis was uniquely associated with speech/language 
impairment (France and Gravell, 1991).
As early as 1937, Samuel Orton, one of the first neurologists to describe 
reading, writing, and speech problems in children, commented on the 
emotional variability of the developmentally language-delayed children 
(dysphasics) he had observed over a period o f 27 years. Since then, there has 
been increasing interest in research concerning behavioural problems in 
language impaired children. Ingram (1959) reported that over 10% o f his 
caseload o f 80 language-impaired children were receiving psychiatric 
treatment. A common problem among his caseload of children with 
developmental language disorders was an inability to form normal 
relationships with peers and with caretakers. This is particularly interesting 
in light of the report o f Gersten, Coster, Schneider-Rosen, Carlson, and 
Cicchetti (1986) showing a relationship between early mother-child 
attachment and subsequent language development (Tallal et al 1989).
Griffiths (1969) also noted a high incidence o f psychiatric problems m 
language impaired children when examining case histories. Disturbances 
noted included behavioural problems in the home, enuresis, truancy from 
school, hyperactivity, aggression, destructive behaviours, and m other
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children, excessive shyness and inhibition. Similarly, in a large study by 
Butler, Peckham, and Sheridan (1973), nearly 50% of a national sample of 
children classified as having marked speech difficulties were assessed by 
their teachers as being maladjusted. Affolter, Brubaker, and Bischofberger 
(1974) found that behavioural abnormalities, such as inappropriate gestures 
and facial expressions, abnormal anticipation, and abnormal attention span, 
differentiated children with language impairments firom normal children 
(Tallal et al 1989).
Chess and Rosenberg (1974), Gualtieri, Koriath, Van Bourgondien, and 
Saleeby (1983) evaluated the incidence o f speech disorders among children 
referred for psychiatric treatment. Chess and Rosenberg (1974) found that 
over a three-year period, 24% of the children referred for psychiatric therapy 
had some type o f a language disorder. Psychiatric diagnoses for these 
children included cerebral dysfimction, developmental delay, thought 
disorder, and neurotic behaviour disorder. They noted that the mcidence o f 
speech and language disorders was particularly high among boys referred 
during the pre-school years.
However, these authors noted that, without longitudinal studies assessing the 
relationship between language and social and emotional development in 
children derived from similar or different aetiologies, it will be difficult to 
determine whether emotional disorders are primary, or whether the resultant 
stresses of language delay create a high probability of secondary
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compensatory behaviours, such as withdrawal or other kinds of intrusive 
actions. Chess and Rosenberg suggest that these protective and defensive 
manoeuvres may be more easily noted and referred for treatment than the 
speech problems, and in fact, the speech problems may often be 
mistmderstood by the complainants as derivative and secondary to an 
underlying neurotic mechanism. These authors suggest that diagnosis may 
be clarified only by obtaining a longitudinal picture which can supply 
multiple points o f diagnostic reference (Tallal, 1989).
Stevenson and Richman (1978) reported the first study that focused 
exclusively on the pre-school-age child. These authors conducted a 
comprehensive, epidemiological study of 3-year-olds hvmg m a London 
suburb. Using measures o f mental, developmental, language screening, and 
behavioural assessment, as well as neurodevelopmental functioning, they 
found a marked association between language delay and behavioural 
problems. Of the random sample of 705 children studied, 14% displayed
behavioural problems.
However, 59% of the children in the sample with language delay evidenced 
behavioural problems. Although the results of this study suggest mcreased 
incidence of behavioural problems in language impaired children as young 
as 3-years-old, it is not possible to determine the relationship between 
behavioural problems and language development per se from this study. 
First, it is not clear from this study that only children with specific.
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developmental language delay were included in the language impaired 
group. Children with language delay secondary to social deprivation or to 
other developmental disabilities, such as general mental retardation, hearing 
loss, or infantile autism, were represented in the population. Thus, the 
extent to which behaviour problems, which are known to be higher m these 
other developmental disabilities, are related to these primary problems or to 
the language problem directly, cannot be determined in this study. Second, 
o f the tests given, the only significant correlation demonstrated was between 
the behavioural score and expressive language scale. However, it is 
reported that even this correlation falls below significance when the first- 
order, partial correlation, with neurodevelopmental score controlled, was 
calculated (Tallal et al 1989).
Stevenson, Richman & Graham (1985) followed up their original when they 
reached 8 years. They found that behavioural problems at age 3 were 
strongly related to behavioural deviance at age 8, particularly for boys. In 
addition, poor performance on tests o f language structure at age 3 was found 
to relate to high rates o f neurotic deviance at age 8, even when behaviour at 
age 3 was controlled (Tallal et al 1989).
Baker & Cantwell, (1982) studied 300 children attending a community 
speech and hearing clinic. They found prevalence rates for psychiatric 
disorder of 29% in children with speech disorders (mostly articulation 
disorders, but also some cases of stuttering and other disorders), 45% m
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those with speech and language disorders and 95% in those with pure 
language disorders. Cohen et al (1989) approached the question from the 
opposite direction, by assessing speech and language functions m 37 
children attending outpatient mental health clinics. O f the children referred 
solely for a psychiatric problem, 28% had a moderate or severe language 
disorder that had not been previously suspected or diagnosed. They 
suggested that language disorders tended to be overlooked m children with 
disruptive behaviour, and recommended there should be routine screening of 
language in child psychiatric populations. This conclusion is endorsed in an 
unpublished survey described by Baltaxe and Simmons (1990) who studied 
362 consecutive admissions to an inpatient department o f child and 
adolescent neuropsychiatry. They found that 63% o f children diagnosed as 
having emotional disorders also had communication handicaps (Bishop,
1994).
Baker and Cantwell (1987) conducted comprehensive language and 
psychiatric assessments in a follow-up study. The overall prevalence of 
psychiatric disorders in their speech and hearing clinic sample o f children 
with Speech/Language impairment increased from 44% imtially to 60% at 5- 
year follow-up. They noted a trend toward an association between lack of 
improvement in SpeechÆanguage (S/L) functioning and the development of 
a psychiatric disorder. Girls were more at risk than boys for anxiety 
disorders and boys were more at risk than girls for ADHD, although S/L 
impaired girls had a higher prevalence o f ADHD than is found m the general 
population. It is o f interest to know whether the increased risk o f ADHD and
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emotional disorders extends to age 12.5 years, and whether the sex 
differences reported by Baker and Cantwell are found in a community 
sample. Despite their interesting findings it is not possible to generalise fi-om 
this study to the population at large since the sample was originally selected 
from a speech and hearing clinic and no control group was used (Beitchman
et al, 1996).
Gualtieri et al (1983) looked at children referred for psychiatric services and 
found a strong association with developmental language disorders. O f their 
small sample of 40 referrals over half had speech/language problems. O f 26 
who were given full language evaluations 20 had moderate or severe 
impairments, 4 mild and only 2 were found to have no language problems. 
Love and Thompson (1988) felt that previous studies by Chess and 
Rosenberg (1974) and Gualiteri et al (1983) were limited in their usefiilness 
because of methodological errors. These errors encompassed the inclusion of 
cases known to be confounded diagnostically with language disorders (e.g. 
mental retardation, pervasive developmental disorder) skewed socio­
economic class (i.e. upper-middle-class in one study and lower-middle class 
in the other), small numbers of pre-school children sampled and the type of 
services represented (one private practice and one small inpatient umt.
Love & Thompson (1988) attempted to obtain a more accurate estimate of 
prevalence in their study o f200 children referred to psychiatry, by excluding 
cases with confounding diagnoses, using standardised measures o f language
224
functioning and psychiatric problems, and employing a large sample o f 
young children drawn from diverse ethnic groups and socio-economic 
classes. They found that nearly 65% were diagnosed as having a speech or 
language disorder, but less than 20% were diagnosed as having language 
disorder alone. Seventy three percent had Attention Deficit Disorder 
(ADD), but only 25% had ADD alone. They found that the overall 
prevalence rates for the dual diagnosis o f language disorder and ADD 
(48.3%) was almost triple the rate for language disorder alone (16.4%) and 
double the rate for ADD alone (25%).
These results suggest a strong relationship with the possibility o f shared 
antecedents, perhaps for subgroups of both broad categories. They 
concluded that pre-school children referred to psychiatric services are at 
high risk for language disorders. They further state that there is ‘convincing 
evidence that problems associated with language disorders in young children 
often persist into adolescence and even adulthood, and have a negative 
impact on personal relationships, academic success and vocational and 
professional achievement and learning power’, (Love & Thompson, 1988).
Beitchman, Nair, Ferguson, and Patel (1986) assessed 5-year-old, language 
impaired children and age and sex matched controls for behavioural and 
emotional problems, using the Achenbach (1983) and Conners (1969) rating 
scales, as well as psychiatric assessment. Beitchman also reports finding that 
the speech/language-impaired group was at a relatively higher risk for
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psychiatrie disorders. The speech/language-impaired group was more likely 
than the control group to (a) show behavioural disturbance; (b) be 
diagnosed as having some DSM-HI Axis I disorder, particularly attention 
deficit disorder; and (c) suffer fi-om psychosocial stressors. They found that 
this was particularly true for girls, although previously reported studies have 
consistently reported higher incidence o f behavioural disturbance in 
language impaired boys.
Silva, Justin, McGee, & Williams (1984), as part of the Dunedin 
Multidisciplinary Child Development Study, (a longitudinal study assessing 
outcomes of early language disorders) behavioural concomitants were 
evaluated using the Rutter Child Scale A (completed by parents) and Scale B 
(completed by teachers). Importantly, the results of the study report two 
distinct profiles, depending on the intelligence quotient (IQ) o f the child. 
Low IQ children had significantly more behaviour problems reported by 
parents (but not teachers) than the language-delayed children with normal
I.Q.
Conversely, the language-delayed children with normal intelligence did not 
differ significantly fi-om normal, non-language-impaired children, based on 
parent reports of behaviour problems. However, they were significantly 
different based on teacher reports. This is an important finding because 
many o f the previously reviewed studies either did not assess general 
intelligence or, when they did, included together language impaired children
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with low and high IQs. These results demonstrate the importance of 
assessing social, emotional and behavioural disorders in specifically 
language impaired children without mental retardation or other concomitant 
disorders if the relationship between language deficit and psychiatric 
disorders per se is to be determined (Tallal et al 1989).
Several studies investigating the prevalence of language problems among 
children referred for psychiatric services have noted that some o f the 
language difficulties identified had not previously been suspected 
(Camarata, Hughes & Ruhl, 1988; Gualiteri, Koriath, Van Bourgondien & 
Saleeby, 1983; Kotsopoulos & Boodoosingh, 1987). To determme whether 
these children are distinctive in a clinically meaningful way, they had to be 
compared to psychiatrically disturbed children whose language impairments 
had already been identified and to psychiatrically disturbed children with 
normally developing language.
Using this group comparison design Cohen, Davine, Horodezsky, Lipsett 
and Issacson (1993) undertook a research program that involved 
systematically screening consecutive referrals of 399 four to twelve year-old 
child psychiatric outpatients, excluding children who were developmentally 
handicapped, autistic, had obvious signs o f neurological impairment, were 
hearing impaired, and who came fi-om non-English speaking homes (Cohen
et al., 1993).
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The methodology involved administering a comprehensive battery of 
standardised measures of language structure to assess the receptive and 
expressive components of semantics, syntax, phonology, and auditory verbal 
memory. As a crude index o f the social communicative aspect o f language, 
speech/language pathologists completed a checklist of pragmatic skills and 
administered a test of narrative discourse. Standardised behavioural rating 
scales assessed the parents’ and teachers’ perceptions o f the children’s 
behaviour using the Child Behaviour Checklist (CBCL; Achenbach & 
Edelbrock, 1983) and the Teacher Report Form (TRF: Achenbach & 
Edelbrock, 1986).
Comparisons were then made between three subgroups: children with 
previously identified language impairment (PILI), children whose language 
impairments were not suspected until the routine systematic assessment was 
done (“unsuspected” language impairment, USLI), and children with 
normally developing language. Designation as a PILI was based on typical 
system indicators such as whether a child was diagnosed by a 
speech/language pathologist, had a special class placement, or was receiving 
help. Designation as an USLI was made using the standardised measures.
To ensure that children would not be diagnosed as having an USLI based 
solely on what might be an attentional problem, the criteria also required that 
a child not be diagnosed as language impaired because o f auditory verbal 
memory deficits alone. In the total sample, 27.8% met one or more o f the 
criteria for a previously identified language impairment. O f the 288 children 
referred for a psychiatric disturbance who did not have a language or
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language-related learning disorder identified at the time o f referral, 34.4% 
met a criterion for unsuspected language impairment (Cohen et al 1993,
Cohen, 1996).
Cohen et al (1993) also found that children with USLI were rated as the 
most delinquent and depressed by parents, and as most aggressive by 
teachers whereas children with PILI were rated as more socially withdrawn 
and anxious. Although rating scale rather than diagnostic information was 
used, it is notable that elsewhere in the literature it has been shown that 
children who are comorbid for Attention Deficit Hyperactivity Disorder 
(ADHD) and Conduct Disorders have a more negative outcome than 
children who are diagnosed only as ADHD (Moffitt, 1993; Cohen, 1996). 
Silva, Williams and McGee (1987) studied speech and language disorders in 
a community sample. Their follow-up of language delayed 3-year-olds at 
ages 5 ,7 ,9  and 11 years included behavioural as well as cognitive 
outcomes. They found that children with language impairment at age 3 years 
had more teacher-reported behaviour problems at ages 7 and 9 years, and 
more parent-reported behaviour problems at ages 9 and 11 years, than 
children with normal language, controlling for reading achievement, sex and 
family adversity. However, they provide little information on the children s 
speech and language functioning at foUow-up, and therefore, do not address 
the relationship between change in speech/language functioning and 
psychiatric status (Beitchman et al, 1996).
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Cohen et al (1993) also found that both children with previously identified 
language impairment and unsuspected language impairment experienced 
greater psychosocial disadvantage than children with normally developing 
language. They came from homes o f lower socio-economic status and their 
mothers had less education, a finding consistent with other studies of 
language impaired children (Cantwell & Baker, 1991). Furthermore, 
children with unsuspected language impairment were more likely to come 
from single-parent households. These stresses may contribute directly to the 
development of social-emotional problems as it has been shown repeatedly 
that environmental adversity contributes to a negative outcome (Werner, 
1989). They also may be associated with circumstances that can make 
families less attentive to their children’s language and learning development 
and problems. Moreover, because many language and cognitive problems 
have a genetic component (Plomin et al., 1985), language and cognitive 
deficits in parents may limit the direct help they can provide to their children
(Cohen, 1996).
Problems in producing or understanding language may appear to adults as 
non-compliance, inattentiveness, or social withdrawal (Howling & Rutter, 
1987). Consequently, parent-child interactions may be based on 
inappropriate expectations of the child and attributions for their behaviour. 
For instance, language impaired children have been shown to be perceived 
by their mothers as more difficult than children with more severe but visible 
disabilities such as Down Syndrome (Wulbert et al., 1975). Because 
children with unsuspected language impairment were less likely to have
230
problems with language expression than children with previously identified 
language impairment, their problems may be even more difficult to discern, 
magnifying the misperceptions and miscommunications regarding the 
intentionality o f their misbehaviour. In line with this, BarWick, Im & Cohen 
(1995) found that parents and teachers o f children with previously identified 
language impairment were more likely to attribute problematic behaviour to 
learning problems than parents o f children with unsuspected language 
impairment (Cohen, 1996).
The results o f several studies have indicated that an alarming percentage of 
children with emotional and behavioural problems also may have language 
problems that are not being identified and that language intervention is 
included within emotional and behavioural intervention programs at a much 
lower frequency than would be anticipated given the prevalence figures 
reported. Conversely, studies have indicated that children with language 
disorders may have emotional and behavioural problems that are not being 
identified and that these aspects of their difficulties are also included at 
lower than expected frequencies in overall treatment plans (Gallagher 1999).
The serious consequences o f overlooking receptive language impairments 
are highlighted further by the finding that adults overestimate children’s 
receptive language skills (e.g., Sattler, Feldman, & Bohanan, 1985). 
Additionally, it has been observed that toddlers’ verbal comprehension skills 
are associated with compliance with adults (Kaler & Kopp, 1990). This is
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interesting in light o f the large number o f studies exammmg children’s 
compliance with adults that typically do not measure language 
comprehension. Children’s receptive language skills also are rarely 
examined when a non-compliant child is presented for psychiatric 
assessment and treatment (Cohen, 1996).
In the pre-school years, parents often fell to recognise that the child s 
language and behaviour are disordered, particularly when the problem 
involves the more subtle aspects of language processing. They continue to 
try to communicate with the child in a manner that he cannot respond to, 
pi^intaining the cycle o f finstration and loss o f self-control. However, 
behavioural problems that accompany language disorders fi-equently 
improve as parental communication strategies and expectations are altered 
and the child’s skills develop (Funk & Ruppert, 1984).
Bensasich, Curtiss and Tallal (1993) reported that children identified as 
language impaired at 4 years had higher Child Behaviour Checklist (CBCL, 
Achenbach & Edelbrock, 1983) behaviour problem scores at age 8 years 
when socio-economic status (SES) and performance IQ were controlled. 
They also reported that among language impaired girls, expressive language 
at age 4 years significantly predicted scores at age 8 years on the social 
withdrawal scale of the CBCL with SES and IQ controlled. However, 
neither concurrent language ftmctioning nor the severity o f the 
SpeechÆanguage disorder at age 4 years was related to behavioural
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problems at age 8 years, again controlling for SES and IQ. These authors 
utilised samples of children referred for Speech/Language disorders, and 
relied on parent and teacher questionnaires rather than psychiatrists’ ratings 
o f behaviour at age 8 years. It is not known if  similar results would be 
obtained with a community sample or using psychiatric assessments to 
define psychiatric outcome (Beitchman et al, 1996).
Although there have been some reports describing the outcome and natural 
history o f  childhood speech and language impairment (Beitchman et al.,
1994), much less is known about the longitudinal course o f the associated 
psychiatric disorder so often concurrently present. This is surprising given 
that speech/language disorders are associated with high rates o f  psychiatric 
morbidity (Baker & Cantwell, 1987; Beitchman, Nair, Clegg, Ferguson & 
Patel, 1986a; Cohen, Davine, Horodezky, Lipsett & Issacson, 1993) and that 
much has been published on the topic of speech/language impairment 
(Beitchman et al, 1996).
Beitchman et al. (1996) conducted a 7-year follow-up o f a representative 
community sample o f284 children between 5-12-years of age with 
speech/language impairment and matched controls (Beitchman et al 
1986a,b). They examined the association between age 5 -speech/language 
cluster and behavioural and emotional functioning at age 12.5 years. They 
found that empirically supported speech/language classifications identified 
as early as age 5 years were associated with behavioural and emotional
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disturbance in late childhood. Further, that language-impaired children who 
did not have psychiatric symptoms at age 5 did so at age 12. They also found 
that receptive and pervasive speech/language impairment in early childhood 
was associated with the greatest risk at follow-up and that early auditory 
comprehension problems may be a specific risk factor for later aggressive 
and hyperactive symptoms (Beithman et al, 1996).
The relationship between language disorders and behavioural problems may 
begin with a child who is neuro-developmentally vulnerable to behavioural 
and language problems. This child cannot tolerate chronic fimstration in his 
attempts to either follow directions or express feelings and needs or both. 
Negative interpersonal interactions develop as the child does not meet 
parental expectations and fails to establish satisfying peer relationships. The 
child may then develop withdrawn or intrusive compensatory behaviours 
(Beadle, 1979; Chess & Rosenherg, 1974; Bashir & Shane, 1980; Lewis & 
Taft, 1982). The situation is especially confusing for the child and parents 
when the child is at an age-appropriate level or excels in non-verbal areas 
such as self-help skills or artistic ability (Chess & Rosenberg, 1974). Then 
parents assume that the child is simply not co-operating when there is failure 
to follow verbal reasoning or to comply with verbal instructions. Their 
lustration and anger exaggerate the child’s already high level o f frustration 
with language processing and may precipitate the characteristic temper 
tantrums (Funk & Ruppert, 1984).
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All o f these reports concur in the finding o f a high incidence o f psychiatric 
and behavioural problems in children with speech and language disorders 
and, conversely, a high incidence o f speech and language disorders among 
children referred for psychiatric problems. However, it is very difficult to 
interpret these results due to the wide variation in both type and degree o f 
speech and language disorders included across studies as well as the wide 
age range studied. For example, in the Cantwell and Baker series (1979- 
1987), children with a wide variety of different patterns o f speech and 
language deficits, as well as a broad age range (between 2 and 16 year 
years), were included. Although different incidents of psychiatric disorders 
were found for different profiles o f speech and language impairments in this 
population, it is difficult to determine the extent to which the behavioural 
and psychiatric problems found in this population were the result o f the 
stress induced by years o f coping with varying degrees o f speech and 
language abnormalities, or whether a common aetiology underlies both the 
speech and language and psychiatric disturbance (Tallal et al 1989).
It is clear fi-om a review o f the literature pertaining to developmental 
language and behaviour disorders that a serious confusion o f terms and 
definitions exists which makes integration of data across studies 
problematic. Few, if any, ofthe reviewed studies evaluated a quantitatively 
assessed population o f children with disorders specific to language in whom 
concomitant disorders, such as mental retardation, hearing loss, seizure 
disorder, or autism, had been ruled out. Including children with language 
delay, which may be secondary to a wide variety o f other causes, makes it
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impossible to parcel out the role o f these other primary disorders in the 
reported increase of psychiatric disorder in language impaired children
(Tallal et al, 1989).
Some studies have employed epidemiological methods, screening large 
numbers o f children. However, the thoroughness ofthe screening 
procedures and the criteria for classification as “language-impaired” differs 
considerably across studies. Other studies included a consecutive series of 
cases referred to a speech and hearing clinic, regardless ofthe outcome of 
assessment. Such an approach will result in the inclusion o f a very wide 
range of children, some of whom may not have either specific or sigmficant 
language disorders. Furthermore, in most of the studies reported, speech 
defects and language disorders were confounded, even though research has 
demonstrated reparability of these diagnostic categories (Aram & Kamhi,
1982). Finally, language impaired children o f widely varying ages have 
been included, without regard to the differing effects o f age on both 
language and behavioural development. Few studies have mcluded control 
groups matched for ages, IQ, race, and socio-economic status (Tallal et al,
1989).
The majority o f studies examining associations between language 
impairment and behavioural dysfunction have either investigated the 
emotional development of language-impaired children or conversely, the
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language abilities o f emotionally disturbed children. However, these 
studies failed to differentiate between neurpdevelopmental delay and 
emotional disturbance, particularly in young children where this relationship 
can potentially be teased apart. Furthermore, with rare exceptions, the 
children studied in these investigations have not been screened for hearing 
impairment, mental retardation, autism, and other associated disorders, 
leaving the specificity ofthe language disorder in question (Benasich et al
1993). This is o f particular concern given findings that suggest different 
behaviour problem profiles as a function o f intelligence quotient (IQ), 
hearing impairment, and autism (Rutter et al., 1970; Silva et al., 1984). 
Interest in the possibility o f increased comorbidity between attention deficit 
disorder (ADD) and learning disability (Felton & Wood, 1989); Shaywitz 
and Shaywitz, 1991) adds to the difficulty in examining the specific 
relationship between language and emotional development (Benasich et al
1993).
Tallal et al. (1989) addressed these methodological concerns in a large, 
quantitatively assessed group o f children with specific developmental 
language impairment and normal controls matched for age, IQ, race and 
socio-economic status (SES). All subjects were 4-years-olds. The 
language impaired (LI) children were inducted into the study only shortly 
after their language impairment was originally diagnosed. Children with 
speech deficits without concomitant language disorders or with only mmor 
language deficits were excluded, as were children with other disorders, such 
as hearing loss, mental retardation, autism, defects or paralysis ofthe oral
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musculature, or frank neurological disorder such as seizures. Detailed 
assessment of linguistic development, as well as non-linguistic, 
neurodevelopmental (attention, perception, motor) abilities were mcluded. 
Behavioural/emotional status was determined using the Child Behaviour 
Checklist (CBCL) (Achenbach and Edelbrock, 1983), a standardised 
measure that allows for reliable and replicable assessment o f a wide variety 
o f behavioural and emotional profiles in children (Benasich et al 1993).
The findings o f this study demonstrated that 4-year-old LI boys, but not 
girls, were rated by their parents as significantly different from their age- 
matched controls on the Total Behaviour Problem Score ofthe Achenbach 
CBCL. However, when total scores were broken into the individual 
Behaviour Problem Scales developed by Achenbach, only one scale for boys 
and one for girls showed significant between-group differences. Further 
analysis demonstrated that when items were excluded pertaining to speech 
and language development or to the neurodevelopmental (attention, 
perception, motor) delays that have been hypothesised to underlie language 
disorders, the CBCL Total Behaviour Problem Score failed to reach 
significance for hoys or girls. Based on these results, Tallal et al. (1989) 
suggest the possibility that previous studies reporting high incidence o f 
psychiatric, behavioural, and/or emotional disturbance in language impaired 
children may have failed to differentiate between neurodevelopmental delay 
and emotional disturbance, particularly in young language impaired 
children.
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There are many candidate explanations for the association between language 
difficulties and psychiatric problems. One possibility is that the language 
disorder causes behaviour problems to develop. Various mechanisms could 
be involved. A common view is that the frustration experienced by the child 
who cannot communicate leads to acting out behaviour. Prizant and 
Wetherby (1990) suggested that, even if the child does not experience a high 
rate of finstrating experiences, limited language skills may affect responses 
to everyday events. Language provides a framework for thinking about the 
self in relation to past and future events, which may be used to regulate 
arousal and emotional states. The child who lacks this framework may find it 
difficult to show self-control and to defer gratification. Yet another 
possibility is that the child’s communicative difficulties lead to social 
rejection and /or educational failure, and these negative experiences lead to 
low self-esteem and associated emotional and behaviour problems (Bishop,
1994):
Prizant and Wetherby (1990) suggested that it may be over-simplistic to 
adopt a unidirectional view of relationships between early language and 
socio-emotional development and they suggest that the transactional model 
o f Sameroff and Chandler (1975) provides a more satisfactory fimnework 
for explaining relationships between language and socio-emotional 
development. According to this theory, developmental outcomes are the 
result o f dynamic interrelationships between child behaviour and caregiver 
responses to behaviour and environmental factors that influence both child 
and caregiver (Bishop, 1994).
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One possibility for the association between language difficulties and 
psychopathology reflects a causal link fi-om emotional disturbances in 
infancy to language disturbances. This could arise if  caregivers avoid an 
irritable and/or unresponsive child, so reducing the amount o f reciprocal 
communicative interaction. Another type of explanation views the 
association between language and behavioural problems as symptoms o f a 
common underlying cause, such as neurological immaturity. Finally, it is 
known that mothers of language impaired children report higher levels o f 
stress (Fundudis et al, 1979; Beitchman et al, 1986b), and it may be that 
psychosocial stressors that coexist with language impairment also lead to 
psychiatric disorders (Bishop, 1994).
There is also growing concern over the number o f offenders, particularly 
young offenders, who present with communication difficulties. There is little 
data on the number of offenders with communication problems. However, 
estimates in the USA range fi-om 27% to 44%. In the UK, the best available 
statistics come fi-om the Polmont Young Offenders Survey. They show that 
10-20% o f young offenders serving more than three months were found to 
have significant communication problems (Johnson, 1994). Pryor (1998) 
assessed a small number o f successive admissions to a young offenders 
institution and the results showed that 72% (8/11 participants) aged between 
17 and 20 years, had difficulties on the CELF-R language test (Semel, Wiig 
and Secord, 1986) with a mean age equivalence o f 12 years, 4 months and 
on the BPVS with a mean age equivalence o f 11 years 1 month. In addition, 
63% ofthe subjects had significantly lower expressive language skills
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compared to their receptive language skills, What both these studies confirm 
is that in the UK, large numbers o f young men entering young offender 
institutions have speech, language and communication problems (France & 
Kramer, 2001). Such statistics raise questions about why offenders reach 
adulthood with unresolved communication and literacy problems (Bryan & 
Forshaw, 1998).
LANGUAGE DISORDER SOCIAL COMPETENCE AND PEER 
ACCEPTANCE
The negative social consequences of communication disorders were among 
the first problems to be noted in the early speech and language pathology 
literature (Travis, 1936; Koepp-Baker, 1937), but the speech and language 
therapy profession has been slow to develop assessment and intervention 
programmes that deal with language disorders in social-interactional terms 
(Everingham & Matson, 1995).
Language is central to learning and instruction and essential for the 
acquisition o f literacy skills. According to Everingham and Matson, (1995) 
children with communication impairment experience rejection by their peers 
and many ofthe pupils at Moor House school (a special school for language- 
impaired children) reported painful memories o f being bullied in their 
previous placements. In an analysis o f pupil’s special educational needs in 
1995,38% included comments about lack of self-confidence and low self­
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esteem (Everingham & Matson, 1 9 9 5 ). In a further survey this had risen to 
57%  (Everingham, 1999).
Children with specific language impairment (SLI) are often unable to mutate 
and m aintain  interactions successfiilly with their peers. Rice (1 9 9 3 )  in her 
article. Don’t Talk to Him; He’s Weird, illustrates an example o f rejection 
for a young child with limited language when he tries to join his peers m 
play. She gives evidence o f social categorising and the judgement o f adults 
when listening to children with SLI: these children are frequently thought to 
be of low intelligence although they are not. Doubts about one’s ability to 
contribute effectively to social encounters give rise to social withdrawal and 
defensive behaviours that are associated with negative self-evaluations and 
may, in turn reduce self-esteem (Crozier, 1995; Everingham & Matson,
1995).
Communicative competence is the yardstick for measuring the quality o f 
interpersonal relationships and is necessary to fulfil the general need o f all 
people to exert control over their environment (Gravell & France 1991). 
Research has demonstrated that children with language impairment 
participate in proportionately fewer peer interactions than do their normally 
developing peers (Hadley & Rice, 1991; Rice, Sell & Hadley, 19 91). I f  
one’s mastery o f language is limited, then it is difficult to participate fully m 
a conversation. It might therefore be expected that children with language 
impairments are rather passive conversationalists who do not take the
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initiative in interacting with others and demonstrate a reduced 
responsiveness (Willemsen-Swinkels et al. 1997).
Peer acceptance (and rejection) affects a child’s popularity with other 
children (Asher, Parker & Walker, 1996; Bukowski & Hoza, 1989; Doll,
1996). Acceptance depends on the way other children view a child and on 
the extent to which they would like to spend time with that child. As Asher 
et al. (1996) noted, general peer acceptance is not greatly mfluenced by the 
changing opinion o f one or two classmates and does not take the preferences 
ofthe target child into account. Acceptance is related to a number o f factors, 
including a child’s prosocial behaviour or social skill deficits (Gottman, 
Gonso & Rasmussen, 1975; Ladd, 1981). Acceptance is also influenced by 
the ability to enter and fit into groups (Dodge, Schlundt, Schoeken & 
Delugach, 1983; Putallaz, 1983) and by personal attributes such as 
personality factors and physical attractiveness (Young & Cooper, 1944). 
Acceptance determines the general classroom climate in which the child 
works and plays (Doll, 1996) and can be important to future adaptive 
functioning (Dodge, 1989; Fujiki et al, 1999).
Poorly accepted children who have fi-iends report less loneliness m school 
than do poorly accepted children who lack fi-iends. On the other hand, well- 
accepted children without fi-iends report more loneliness than do well- 
accepted children with fi-iends (Parker & Asher, 1993).
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Recent investigation suggests that children with speech/language impairment 
(SLI) may not be well accepted by their classmates and may have few 
friends at school. Difficulties understanding and formulating language 
undoubtedly undermine the peer interactions o f children with SLI. In 
addition, more general social competence may be fragile in children with 
SLI (Fujiki et al., 1996). Some children with SLI have demonstrated weak 
social-interactional skill in tasks in which fiiends frequently engage. For 
example, children with SLI have shown difficulties in negotiation (Brinton, 
Fujiki, & McKee, 1998), group decision making (Fujiki, Brinton, Robinson, 
& Watson, 1997; Grove, Conti-Ramsden, & Donlan, 1993), and conflict 
resolution (Stevens & Bliss, 1995). Children with SLI also have difficulty 
accessing, or entering, ongoing interactions (Brinton, Fujiki, Spencer, & 
Robinson, 1997; Craig & Washington, 1993; Fujiki et al, 1999).
Preliminary evidence confirms the impression that children with SLI 
experience limited peer acceptance, at least in pre-school (Gertner, et al.,
1994). There is little direct information available, however to assess the 
fiiendships o f children with SLI. Indirect indications such as increased 
loneliness and limited peer contacts (Fujiki et al., 1996) may reflect 
difficulty making Mends.
According to Fujiki et al. (1999) children with SLI often demonstrate 
difficulty with social language tasks that are prevalent and important m 
interactions between friends. Some children with SLI have difficulty
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entering ongoing conversations (Brinton et al., 1997; Craig & Washington,
1993), negotiating (Brinton, et al., 1998), collaborating (Brinton, Fujiki, & 
Higbee, 1998), and making joint decisions (Fujiki et al., 1997). In addition, 
teachers have reported limited prosocial behaviour and increased withdrawal 
behaviour in many children with SLI (Fujiki, Brinton, Morgan, & Hart,
1998; Redmond & Rice, 1998). The difficulty of social interactional tasks 
combined with communication barriers associated with language impairment 
might undermine friendship formation for many children with SLI. Fujiki et 
al. (1999) predicted that some children with SLI in an elementary school 
might be poorly accepted by their peers. They hypothesised that friendship 
formation would be challenging for the majority of these children. The 
friendship measure coincided more closely with their predictions than did 
the acceptance measure. Ofthe eight children with SLI, 5 (63%) were not 
named by any child as a best friend.
This is a high percentage considering the findings o f previous research.
Doll (1996) reported that about 10-11% o f children in classrooms are not 
named as a friend. Across the four classes observed in this study, 15% of 
the children were not named by anyone as a friend, and almost half o f those 
(5/12) were children with SLI. It is possible that casual contact fostered 
peer acceptance, but closer acquaintance revealed deficits that prohibited the 
growth of acceptance into friendship for these children (Fujiki et al. 1999).
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Peer relationships are important to cognitive and social development (Piaget, 
1932). They influence the development o f self (Sullivan, 1953), facilitate 
cognitive development (Perret-Clermont, 1980) and contribute to the 
development of communicative competence (Guralnick, 1981). A child s 
social behaviour and personal-social effectiveness is largely governed by the 
experience o f social interactions with peers (Baumrind, 1972; Charlesworth 
& Hartup, 1967) and the foundations o f all adult relationships may originate 
in childhood (Duck, 1983; Laws et al 1996).
From ages 8 to 12 years, the main theme o f peer relationships is group 
inclusion; it is important to be part o f a group and to avoid rejection. Parker 
and Gottman (1989) suggest that verbal behaviours such as gossip and 
teasing are important in forming social groups, and many group norms deal 
with the content and style talking. Poor language skills will make it difficult 
for children to join in with this sophisticated verbal interaction (Goldstein 
and Gallagher, 1992). Similarly, during adolescence, from ages 13 to 18 
years, the highly verbal activities which characterise this age will be difficult 
for those with poor language skills (Laws et al 1996).
The language-disordered teenager may be slower to mature socially than 
non-language impaired peers. This may lead to them being treated as a 
younger child and to expectations being lowered in respect o f their possible 
adult achievements. It may mean that they have difficulty forming close 
relationships, particularly with a view to marriage or other long-term
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relationships. Nevertheless, very little has been written specifically about 
teenagers with language disorders, their problems and needs (Lees & Urwin,
1591).
The importance o f language in sustaining peer relations becomes clear when 
considered in relation to the developmental course that peer relations take, 
Gottman and colleagues (Gottman, 1983; Gottman & Mettetal, 1986, 
Gottman & Parkhurst, 1980; Parker & Gottman, 1989) characterise the 
development o f peer relations in terms o f three periods. In early childhood, 
fi-om age 3 to 7 years, children may engage in parallel play which places few 
social demands on children. However, fantasy play offers children more 
satisfaction but places greater demands on their communication and social 
skills. Goldstein and Gallagher (1982) suggest that, for this reason, children 
with limited language skills may be less valued partners for this important
fantasy play (Laws et al 1996).
Gussin (1992) states ‘it has been shown that children remember experiences 
o f rejection by their peers and teachers with painful clarity . The rich 
language environment of school make many unrealistic demands on SLI 
children which result in a sense o f anxiety and inadequacy (Beveridge & 
Conti-Ramsden, 1987). This is not a discrete problem but one that lasts their 
whole career and it is therefore essential to try and maintain an appropriate 
climate in the whole school environment (Beane & Lipka, 1984; 
Everingham & Matson, 1995).
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Many pupils at Moor House school mentioned above, have had negative 
experiences in mainstream schools. Their poor pragmatic skills often led to a 
communication breakdown and in severe cases they had been the recipients 
o f long term bullying. A survey o f the Statement o f Special Educational 
Needs for all 84 pupils for the school year 1994-1995 revealed that 38% of 
pupils had references to ‘self-esteem’, ‘self-image’, ‘self-confidence’ or 
‘feelings of insecurity’ (Everingham & Matson, 1995).
Cantwell et al (1989) followed the progress of a group o f 14 boys who were 
identified as cases of developmental receptive dysphasia at the age o f 4-9 
years. When followed up 2 -3  years later, most children had made 
significant gains in language skills, yet a substantial proportion had poor 
peer relations, with several apparently showing deterioration m this aspect of 
functioning. According to their parents, one third lacked friends and one-half 
did not participate in social groups. The authors noted that the difficulties in 
making friends at time when language was improving goes against the 
notion that socio-emotional problems are just a secondary consequence o f 
language impairment.
Although the dysphasic children did not meet criteria for autistic disorder, 
some of them demonstrated repetitive stereotyped behaviour and an apparent 
lack o f interest in social relationships, with lack o f sympathy being remarked 
upon in a third o f children at follow-up. A further follow-up into adulthood 
revealed that in their mid-20s many o f these men were socially isolated; out
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of a total group of 17,4 were married and 2 had a close heterosexual 
relationship. One third had never had either a close relationship or a love 
relationship, and a further third had only had a close friendship but no love 
relationship (Rutter et al 1992). These observations suggest that in a subset 
o f children with receptive language disorders, there may be a primary social 
impairment that persists even though the more obvious language difficulties 
resolve. Another possible reason for deterioration o f peer relationships is 
increased sensitivity to and intolerance o f abnormality by normal children as 
they grow older. Thus a mild language disorder at 10 years o f age could be 
more damaging to peer relationships than a severe disorder at 6 years, 
simply because other children are better able to detect the abnormality and 
are more likely to reject the child who is perceived as different (Bishop,
1994).
One further intriguing finding from this folloW-up study was that 3 out o f 25 
males with a history o f severe receptive language disorder developed a florid 
paranoid psychosis in late adolescence (Rutter & Mawhood, 1991). It is 
possible that language delay and psychosis are different manifestations o f an 
underlying constitutional liability to disorder. Alternatively, the stress of 
social isolation and comprehension difficulties may play a role in 
precipitating psychosis (Bishop, 1994).
It is important that peer relations are taken into consideration when deciding 
educational placement for a language impaired child. Current trends areon
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for children with special needs to be educated in regular classrooms, but 
such integration into the mainstream is merely nominal if children remain 
socially isolated. It would be interesting to use soiciometric methods to 
evaluate how far language impaired children become socially integrated with 
other children in normal classrooms (Bishop, 1994).
THE PRESENT STUDY
The present study investigates whether language disorders are related to 
emotional/behavioural factors, social competence and peer acceptance. 
There is a large body o f research on the relationship between language 
disorders and emotionalÆehavioural problems and the importance o f peer 
relationships in language disordered children. It therefore seemed worth 
pursuing a study o f this type on a population o f children attending language 
units (special classes).
Language units aim to provide small teaching environments, intensive 
speech therapy and address special educational needs. This study 
investigates whether children attending language units are any different from 
the norms o f non-language disordered children with regard to their 
emotional/behavioural presentation and social competence and peer 
acceptance.
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Further, in spite o f the numerous studies examining how children with
language disorders are perceived, few studies have enquired how children
with language disorders feel about themselves.
Thus the main hypotheses of this study are:
(la) A child’s perceived competence is adversely affected by having a 
language disorder.
(b) The more serious a child’s language disorder the more negative 
will be his view of him/herself.
(c) Is low social acceptance predicted better by scores on
standardised language tests for grammar comprehension or low 
pragmatics (social use of language)?
(2) Children with a language disorder will have more behavioural and 
emotional problems when compared with the norms of children in the 
general population.
(3) The severity o f a child’s emotional and behavioural problems is a
function of his/her self-perception which is affected by having a
language disorder.
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METHODOLOGY
2.1 AIMS
The present study aims to address the issue of psychological problems in 
children who have speech and language disorders based on the assumption 
that language disorders have an adverse effect on a child’s emotional and 
behavioural adjustment and social competence.
In summary this study aims to:
a) examine whether there is a relationship between language disorder and 
social competence;
b) to contribute to the understanding o f the psychological impact o f 
language disorders on children by providing information that may assist 
in the management and service delivery for these children.
2.2. DESIGN
A group of diagnosed specifically selected language disordered children will 
be assessed on measures of emotional and behavioural functioning, 
perceived competence and language functioning. The results from these 
measures will then be compared against the normative data to address the 
hypotheses in the following ways;
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(1) Scores from the TROG (comprehension test) and scores from the C.C.C. 
(pragmatic test) were correlated with the scores o f the Harter Scales 
(perceived competence measure).
(2) The language disordered group of 63 children were administered the 
Child Behaviour Checklist (Achenbach 1991) as a measure of the 
severity o f their emotional/behavioural problems. The mean of this 
sample was compared with the mean of the population on which the test 
was normed by means of a z test.
(3) In order to test the assumption that the severity of a child’s emotional 
and behavioural problems is a fiinction of his/her self-perceptions, the 
scores from the Harter Scales of Perceived Competence and the Child 
Behaviour Checklist were correlated.
2.3 PARTICIPANTS
(A) Method of obtaining sample
A letter of introduction explaining the research was sent to the relevant 
Principal Speech and Language Therapists in the Western Health Board 
(Counties Mayo and Galway); Midland Health Board (Counties Westmeath 
and Longford); Mid-Western Health Board (County Clare); North-Western
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Health Board (Sligo). In total 6 Principal speech therapists were contacted 
and a positive response was received from 5. Once the principal speech 
therapist approved o f the research, the therapist in the relevant language unit 
was contacted. Suitable participants for this study were then selected by the 
speech therapist in the relevant language unit and an explanatory letter and a 
consent form was then sent to the parents of prospective participants. 
Permission was granted by 63 parents. Headteachers o f the schools where 
the Itinmiage unit was based were also contacted for permission.
(See section on Identification, pp 257, for criterion used).
Ten language units were visited in the Western Region and surrounding 
areas of the Republic o f Ireland with each language unit having between 7-8 
children. In total eleven children from the language units were excluded 
from the study. The examiner was advised by the teacher and speech 
therapist in two language units that 2 children were fovmd to be 
inappropriately placed because having started in the language unit they were 
later diagnosed as having Aspergers syndrome. The parents o f 3 other 
children did not give their consent. Two o f these three sets o f parents 
objected to the questions on the Child Behaviour Checklist which referred to 
sexual behaviour and therefore refused to complete the questionnaire. The 
parents o f 6 other children forgot to send in the consent forms and were 
considered by the staff in the relevant language units to be children from 
dysfunctional families with multiple social problems and were therefore not
included in the study.
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There were 63 children who participated in the study. Eleven children were 
therefore excluded from the study. O f these, 6 children were considered to 
come from families with multiple social problems. It is possible that had 
these 6 children been included in the study that this may have provided 
results which lent greater support for the hypotheses tested.
Language Units
Language units are located in mainstream schools and cater specifically for 
children who have been identified as having a language disorder. The 
numbers o f children in a typical language unit do not exceed eight. A class 
teacher and speech therapist run each class. Most children selected for 
placement in a language unit will have undergone a formal assessment 
leading to a statement of special educational needs, and will be deemed to 
require intensive speech-language therapy (Bishop, 1998).
Identification of participants for inclusion in the study:
Principal speech therapists (heads of department) approached team 
members (speech therapists) who identified children in the relevant language 
units who were suitable for this study; Each child had to meet all o f the 
following criteria to be included in the study as a participant;
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1) All participants were school-aged children aged from 5 years upwards. 
This age was also suitable for each o f the measures administered.
2) Intellectual functioning was not to be below the low average level on 
non-verbal intelligence (a non-verbal performance IQ of 85 or higher) so 
as not to confound language disorder with a more general developmental 
delay.
3) The children were to have normal hearing. Any child with a hearing 
impairment was excluded from the study.
Numbers Obtained.
The final sample consisted of 63 children from 10 language units around 
Ireland. O f these 48 were male and 15 were female. The children ranged in 
age from 5.7 years to 9.2 years.
2.4 PROCEDURE
Each language disordered child was administered the Harter Pictorial Scales 
o f Perceived Competence and the Test for the Reception of Grammar 
individually, which took approximately 40 minutes to complete.
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The parents o f the language-disordered children were asked to complete the 
Child Communication Checklist and the Achenbach Child Behaviour 
Checklist (CBCL). These forms were sent to the parents by the speech 
therapists attached to each language unit and returned to the speech therapist 
prior to the children being assessed.
The teachers in the language units were asked to complete the Teacher Form 
of the Achenbach (TRF) and the Teacher Form of the Harter Scales of 
Perceived Competence. Finally, the speech therapists in the language units 
completed the Child Communication Checklist.
The participants were told that the purpose of the questionnaires was to find 
out what they were good at in school. They were assured that their responses 
would be confidential. Each question was read aloud by the examiner to 
each child.
Measures
Five measures were used. These were:
1. Harter Pictorial Scales o f Perceived Competence.
2. Achenbach Child Behaviour Checklist-CBCL (Parent Form).
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3. Achenbach Teacher’s Report Form-TRF.
4. Child Communication Checklist- CCC.
5. Test for the Reception of Grammar-TROG.
Harter Pictorial Scales of Perceived Competence (Harter and Pike,
1983).
The Harter Pictorial Scales o f Perceived Competence is a measure of 2 
separate constructs, perceived competence and social acceptance.
It assesses four domains o f the Self-concept: cognitive competence, physical 
competence, social competence and maternal acceptance. There are 2 
versions o f this instrument, one for pre-schoolers and kindergarteners (4-5 
years) and a second for first and second graders (6-7 years). Each of the four 
subscales comprises of six items, constituting a total o f 24 items. The 
cognitive and physical competence subscales define general competence.
The second factor, social acceptance, comprises the peer and maternal 
acceptance subscales. The scale consists o f a number of paired drawings o f 
children doing the same activity. Within each book of pictures there is a set 
for girls and a set for boys depicting the same activities. This measure has 
been used successfully by children with learning disabilities between the 
ages of 6.6 to 7.6 years (Priel & Leshem, 1990) and children with Down’s
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syndrome between the ages o f 13 and 17 years (Cuskelly & De Jong, 1996) 
Begley and Lewis, 1998). For the purposes of this study the older version of 
this instrument (first and second grade) was used because each o f the 
participants in the study were school-aged. Also, some o f the children in this 
study were still in second grade at age 8 years because they were repeating a 
class. Although this test has been designed for children in the age range 4 to 
7 years it was chosen for use in this study because it is a non-verbal measure 
of perceived competence. In order to assess language-disordered children’s 
responses it was necessary to use a measure which was not verbally loaded.
Scoring:
The scale is administered individually. There is a sample item which is not 
scored. The child is read brief statements about each child in the picture. 
The child is then asked to pick the child which is most like him or her and 
then to indicate by pointing to the appropriate circle, whether that child is a 
lot like him or her. Scores for each set of pictures presented range from 4 
down to 1, depending on which picture the child selects.
The researcher describes how successful each child in the pair is. The child 
is first asked to select which drawing is most like him/her, and then is asked 
to say whether the chosen drawing is ‘really’ or only ‘sort o f  like him/her.
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Validity of Scale:
Several forms o f validity were examined (convergent, discriminant and 
predictive) (Chao, Harter, Adams & Strop, 1983; Harter & Wright, 1984; 
Kelty, 1983). In normative samples, the reasons children gave for their self­
perceptions were consistent with their judgements on the items themselves 
and were quite plausible. This information suggests that the ratings are valid, 
in the sense that young children’s perceptions o f their competence appear to 
be based on specific behavioural referents, the findings also indicate that 
sores on the various subscales do discriminate between groups o f children 
predicted to differ in each domain. Overall the psychometric properties o f 
this instrument were found to be acceptable (Harter and Pike, 1984).
Reliability:
Subscale reliabilities were assessed by employing coefficient a  that provides 
an index o f internal consistency. These values ranged fi-om .50 to .85. When 
one combines subscales according to their designated factors, these 
reliabilities increase substantially, falling within a range o f .75- .89. The 
reliability of the total scale, all 24 items, is in the mid- to high .80s. Item 
means for the competence subscales, in particular, were skewed toward the 
upper end o f the scale, the range o f scores was restricted, which in turn 
attenuated the magnitude of these reliability estimates thereby resulting in a 
possible ceiling effect. Therefore, although children responded consistently 
to these items in terms o f scores at the upper end o f the scale, the restricted
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range necessarily leads to lower statistical estimates o f reliability (Harter and 
Pike, 1984). Nevertheless, this is a widely used measure requiring minimal 
language comprehension as the stunuli are pictorial and they require 
m inim al language production as the response is manual (pointing to a 
picture). Children are also more likely to attend the task because they are 
presented with pictures.
Achenbach Child Behaviour Checklist-CBCL, (Achenbach. 1991)
The Achenbach CBCL is a standardised measure, which allows for reliable 
and valid assessment o f a wide range o f behavioural and psychiatric profiles 
in children between the ages o f 4 and 18 years. Separate standardisation 
scales are available for boys and girls, which allows data to be analysed 
separately by sex. In addition to global broad-band ratings of behavioural 
and emotional development, the checklist includes the ability to develop a 
series o f narrow-band profiles representing several different aspects of 
behavioural and psychiatric disturbance in young children. The CBCL has 
been shown to demonstrate high validity with clinical evaluation and 
observation (Achenbach & Edelbrock, 1979). The CBCL is completed by 
parents o f children aged 4 to 18 years.
The Achenbach Child Behaviour Checklist was sent to the parents o f the 
children in the language class.
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Scoring:
The Achenbach consists o f 113 behavioural items. The parent is instructed 
to score each item 0 if  it is not true of the child, (1) if it is somewhat or 
sometimes true, and (2) if  it is very true or often true. From these items the 
total number of items given a score above 0 on the questionnaire can be 
computed as the total items score. By summing the scores (0-2) given all the 
items on the checklist, a total problem behaviour score is also derived.
Validity of Scale:
The associations between the CBCL scale scores and scores from the closest 
counterpart scales of the Conners (1973) Parent Questionnaire were 
compared and the correlations ranged from .59 for CBCL Attention 
Problems with Conners Impulsive-Hyperactive, to .86 for CBCL Aggressive 
Behaviour with Conners Conduct Problem. The CBCL total problem scores 
correlated .82. The correlations o f the CBCL Internalising and Externalising 
scores with Conners scales that correspond to CBCL syndromes were 
substantial ranging from .56 to .86. On the Quay-Peterson Revised 
Behaviour Problem Checklist the correlations between syndrome scales 
ranged from .59 for CBCL Delinquent behaviour with Quay-Peterson 
socialised Aggressive, to .88 for CBCL Aggressive Behaviour with Quay- 
Peterson Conduct Disorder. The total problem scores correlated .81, while 
the correlations of CBCL Internalising and Externalising scores with
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corresponding Quay-Peterson scales ranged from .52 to .88. (Achenbach, 
1991).
Reliability:
The CBCL/4-18 Total Problem score has a one-week test-retest reliability of 
r = .93, while inter-parent agreement is r  = .76.
Test-retest item reliabilities were computed and the overall intra-class 
correlation coefficient was .996 for the 20 competence items and .952 for the 
118 specific problem items (bothp<. 001). This indicates very high test- 
retest reliability (Achenbach, 1991).
Teacher’s Report Form (Achenbach, 1991)
This is a parallel instrument to the CBCL, which is completed by teachers o f 
children aged 5 to 18. The TRF is designed to obtain teachers’ reports o f 
their pupils’ adaptive fimctioning and problems in a standardised format. It 
is modelled on the CBCL/4-18, which was developed to obtain parents’ 
reports o f their children’s competencies and problems (Achenbach, 1991h).
The TRF is designed to he self-administered by teachers and takes ahout 10 
minutes to complete. It requests teacher’s ratings o f performance in 
academic subjects, four adaptive characteristics, 118 specific problem items
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and two open-ended problem items. The child receives a score on each of 
the syndromes and a profile o f syndrome scores can be drawn up for the 
child.
Scoring;
The TRF consists o f 113 behavioural items. Page 1 requests relevant 
background information and ratings of academic performance. Page 2 
requests ratings o f four aspects o f adaptive functioning. The teacher is 
instructed to score each item 0 if  it is not true of the child, (1) if  it is 
somewhat or sometimes true, and (2) if  it is very true or often true. From 
these items the total number of items given a score above 0 on the 
questionnaire can be computed as the total items score. By summing the 
scores (0-2) given all the items on the checklist, a total behaviour score is 
also derived.
Reliability:
The test-retest reliability o f the TRF was found to be high over a mean 
interval o f 15 days with the mean r = .90 for academic and adaptive scores 
and .92 for problem scores. Stability was good over 2- and 4-month periods. 
Inter-rater agreement was similar for teachers seeing pupils under different 
conditions (mean r = .55 for academic and adaptive scores; r = .54 for 
problem scores), and for teachers versus teacher’s aides seeing pupils under
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more similar conditions (r = .60 for academic and adaptive scores; r — .55 for 
problem scores) (Achenbach, 1991).
Validity:
Content validity is supported by the ability o f most TRF items to 
discriminate significantly between demographically matched referred and 
non-referred pupils. Criterion-related validity is supported by the ability of 
the TRF’s quantitative scale scores to discriminate between referred and 
non-referred pupils with demographic effects partialled out. Clinical 
cutpoints on the scale scores were also shown to discriminate between 
demographically matched referred and non-referred pupils (Achenbach, 
1991).
Child Communication Checklist-Research Version 1.1 (Bishop, 1998)
The Child Communication Checklist is designed to assess qualitative aspects 
of communication that are clinically important but not well covered by 
traditional language assessments. It was developed to obtain qualitative 
information about the nature of communication problems in children who 
were already identified as having such problems (Bishop, 1998). There are 9 
subscales:
A) speech,
B) syntax.
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C) inappropriate initiation,
D) coherence,
E) stereotyped conversation
F) use of context,
G) rapport,
H) social
I) Interests
O f particular interest to this study are the scores from scales H (social) and I 
(interests).
Scoring:
Each response is scored 0 (does not apply), 1 (applies somewhat), 2 
(definitely applies), or X (unable to judge). Scores for each scale are totalled. 
Each o f the subscale totals is then subtracted fi-om 30. Finally, scales C to G 
are totalled to give the “pragmatic composite”. A score o f 132 or above 
suggests that pragmatics is not a particular area o f difficulty (Bishop, 1999).
Validity and Reliability of Scale:
Evidence for reliability and validity o f this scale is as yet based solely on 
data fi-om children in the age range 7 to 9 years who have been identified as 
having language problems without additional handicaps. In 71 cases, 2 raters 
(usually a teacher and a speech therapist) independently completed the
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checklist, making it possible to establish inter-rater reliability. A composite 
pragmatic impairment scale formed from these subscales had inter-rater 
reliability and internal consistency of around .80 (Bishop, 1998). Despite its 
limitations, the CCC is a useful tool to assess aspects o f communicative 
impairment.
Test for Reception of Grammar-TROG fBishop, 1983).
This is an individually administered test o f grammar understanding and it 
takes about 10-20 minutes to administer. The test is appropriate for a wide 
age range (4 to 12 years). Each item involves the selection o f the correct 
picture to match a phrase or sentence spoken by the examiner. The test 
consists of 80 four-choice items. In each item the child is required to select 
from the picture that corresponds to a phrase or sentence spoken by the 
examiner. The TROG was used in this research because it enabled a 
comparison o f each participant’s level of comprehension with that o f others
of the same age.
Scoring:
Items on the TROG are divided into blocks of 4 items. The total number of 
blocks passed is calculated and this is then converted into a centile score. 
The centile score allows a direct statistical comparison o f a child’s 
performance with normal children o f the same age. For example if  a child
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scores at the 10* centile, this indicates that 10% of normal children are 
expected to obtain a score equivalent to or below the one obtained by the 
subject, and conversely, 90% of children would do better.
Validity of Scale:
The TROG has been standardised on over 2,000 British children aged from 
four to twelve years (Bishop, 1983). There is no discussion o f the validity of 
the TROG in the manual.
Reliability:
There is no discussion of the reliability of the TROG in the manual.
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RESULTS
Statistical results were computed using the SPSS for Windows version 9
computer package.
The following analyses were carried out:
1. Correlational analyses of the scores obtained on the TROG (Test for 
Reception of Grammar) and CCC (Child Communication Checklist) 
language test with scores obtained on the Harter Perceived 
Competence Scales.
2. Z-tests were calculated to compare the means of the Child 
Behaviour Checklist standardised sample and the means of the 
language disordered group.
3. A correlational analysis o f the scores from the Child Communication 
Checklist completed by parents and the Child Communication completed 
by Speech Therapists was conducted.
4. Correlational analyses of the scores obtained on the Child 
Behaviour Checklist (CBCL) with scores obtained on the Teacher’s 
Report Form (TRF).
The various scores obtained are tabled in the appendix. Comparisons made
on the basis o f these scores are discussed below.
269
1.1
The first comparisons examined the relationship between scores on the two 
language tests administered (TROG and CCC) with the scores on the Harter 
Scales of Perceived Competence to check whether high scores on the 
language tests (suggesting poor communication skills) correlated with a low 
score on the Harter Scales (a low score on this scale indicates a poor view of 
one’s perceived competence and social acceptance). Hence a significant 
negative correlation would provide some collaboration for the hypothesis 
that children with poor communication skills were likely to have a low 
estimate of their own competence. Conversely, failure to find such a 
negative correlation would cast doubt on the existence of a causal 
relationship from language disorder to low self-perception.
The distribution of the scores obtained is illustrated in the scattergram 
below:
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First the composite scores on the Harter Scales and the TROG were 
compared to see if  there was a relationship between language disorder and 
poor perceived competence. A high positive correlation would support the 
hypothesis that a language disorder is related to a poor view of one’s 
perceived competence and social acceptance.
A Pearson’s correlation coefficient between the two sets of scores was 
calculated: r = -.20 p >.05 (two-tailed).
This result fails to support the proposition that in children with language 
disorders there is a positive relationship between the severity of the disorder 
and a reduction in the child’s se lf  perception o f competence. There is no 
linear relationship between scores on the TROG language test and scores on 
the Harter Perceived Competence scale.
As outlined in the Methodology, the Harter Scale is intended for children 
between the ages of 4 and 7 years or up to second class. Some o f the 
children in this study who were in second class were eight years old because 
they were repeating a class. However, 6 children in the study fall outside 
both the age and class range. A Pearson’s correlation coefficient was 
recalculated with these six children’s scores removed to see if  there was any 
difference from the previous results above. The findings are given below:
A Pearson’s correlation coefficient between the two sets o f scores was 
calculated: r = -0.23 p >. 05 (two-tailed).
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This result fails to show any significant difference with the older child’s 
scores removed. It also fails to support the hypothesis and the null 
hypothesis is accepted.
1.2
Next the composite scores on the Harter Perceived Competence Scale were 
compared with the composite scores on the Child Communication Checklist
(Parent).
A Pearson’s correlation coefficient between the two sets o f scores was 
calculated:
r = 0.021 p > 0.05 (two tailed).
With the six older children’s scores removed because they fall outside the 
age and class range of the Harter Scale
r = 0.034 p>0.05 (two tailed).
Again, there is no significant difference between this result and that from the 
one above which includes all 63 children’s scores.
The scattergram below demonstrates the distribution of scores for the two 
sets of data (Harter and CCC-parent) for all o f the 63 participants.
272
Figure 2.
m
14 '
□ □
□ □
tr
LU
\—
Ùl
160140120100
CCCP
There is no evidence of a correlation between the scores on these two tests. 
Hence the data fails to provide support for the hypothesis that deficits in the 
child’s communication skills are likely to lead to proportional deficits in 
positive self-perception.
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *
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1.3 Correlation of the scores between the CCC-SLT vs. Harter Scales
Below is the result o f a correlation o f the composite scores from the Child 
Communication Checklist (Speech therapist responses) compared with the 
composite scores of the Harter Scales.
The analysis yielded the following result:
A Pearson’s correlation coefficient between the two sets o f data was 
calculated:
r = -.01 p>0.5. (two- tailed).
It was necessary to recalculate r with the older children whose scores fall 
outside the age and class range removed to see if  there was any significant 
difference. When recalculated r = -0.02 p>0.05
Again, this result fails to provide support for the hypothesis that there is a 
positive relationship between the degree o f language disorder (as assessed 
here by the speech therapists) and the impairment to the child’s self­
perception. This weakens support for the proposition that there is a causal 
link from language disorder to low self-perception.
The failure to reject the null hypothesis in these three cases is cumulative 
evidence against both an association o f poor self-perception with language 
disorder and therefore o f a causal link from the latter to the former. This 
finding is consistent with the previous finding by McAndrew (1999).
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2. Correlation of the scores between the CCC-Parent vs. CCC-SLT
This comparison examined the relationship between scores on the Child 
Communication Checklist completed by the parents of the 63 children 
participating in the study with the scores on the CCC completed by the 
relevant Speech Therapist in the language unit attended by the child.
The purpose of this comparison was to see how closely the results of this 
checklist from 2 different sources (parent and Speech Therapist) agreed.
The distribution of the sets of scores obtained is illustrated in the scattergram
below:
Figure 3- Child Communication Checklist Scores
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A Pearson’s r correlation coefficient between the two sets o f scores 
was calculated: r = 0.311 p <0. 05.
This correlation is significant at the 0.05% level (two-tailed).
This result shows that there is a relationship between scores on the Child 
Communication Checklist completed by Parents with the scores of the Child 
Communication Checklist completed by Speech Therapists. However, there 
was one outlier score present and when the relationship between the two sets 
of scores was recalculated with this outlier removed a Pearson’s r coirelation 
coefficient yielded the following result:
r =.179 (two tailed) p>0.05.
With the outlier removed the result is no longer significant. Therefore, we 
cannot be confident about the inter-rater reliability of the scores o f the CCC 
from these two sources (Parents and Speech therapists).
3.
Next the means o f the scores of the language disordered group were 
compared with the means o f the standardisation population o f the Child 
Behaviour Checklist, on the Total Problem Scale, the Internalising Scale and 
the Externalising scales. In each case a two-tailed z test a  = .05 was used. 
On the Internalising and Externalising Scales the language disordered group 
was split by gender.
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3.1
Total Problem Score:
A comparison o f the mean score on the CBCL (LD children) vs. the mean of 
the normative sample o f the CBCL manual gave the following result:
MEAN SCORE OF 
STANDARDISATION 
SAMPLE (NORMS)
N=581 BOYS/ 619 GIRLS
MEAN SCORE OF LANGUAGE 
DISORDERED GROUP
N=63 (48 BOYS/ 15 GIRLS)
x=50.1 S.D.= 9.9 x= 46.46 S.D. = 11.64
Z=-2.92 p value =  0.002 p<.05
The mean score o f the language-disordered group was on average less than 
the norms o f the standardisation sample. Therefore, the hypothesis that 
language disorder is related to more emotional W  behavioural problems as 
assessed on the Child Behaviour Checklist is rejected.
A score above 70 on the Total Problem Score of the CBCL indicates 
‘Clinical Range’ and a score between 67-70 indicates ‘Borderline Range’. 
This also applies to the T scores of the Internalising and Externalising 
Scores.
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3.2
Internalising Scores
MEAN SCORE OF 
STANDARDISATION 
SAMPLE (NORMS)
N=581 BOYS/ 619 GIRLS
MEAN SCORE OF LANGUAGE 
DISORDERED GROUP
N=63 (48 BOYS/15 GIRLS)
Males =50.2 Females = 50.0 Males = 47.0 Females = 42.1
S.D. = 9.6 S.D. = 9.7 S.D.= 13.74 S.D. = 7.69
Boys Z= -2.31 p value= 0.010  
p<.05
Girls Z=-3.15 p value= 0.001 
p<.05
The mean score of the language-disordered group on Internalising scores 
was on average less than the norms of the standardisation sample. Therefore, 
the hypothesis that language disordered children have more internalising 
problems as assessed on the Child Behaviour Checklist is rejected.
A score above 70 on the T o f the Internalising scores o f the CBCL indicates 
Clinical Range and a score between 67-70 indicates Borderline Range.
In this study only 3 males in the language disordered group (total N=63) 
obtained scores over 70 and 2 other males were found to be in the Borderline
Range.
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3.3
Externalising scores
MEAN SCORE OF STANDARDISATION 
SAMPLE (NORMS)
N=581 BOYS/ 619 GIRLS
MEAN SCORE OF LANGUAGE 
DISORDERED GROUP
N=63 (48 BOYS/15 GIRLS)
X Males =50.0 x Females = 50.0 X Males = 43.4 x Females = 39.0
S.D.= 9.9 S.D.= 9.6 S.D.= 10.10 S.D. = 8.13
Boys Z= -4.62 p value= 0.000  
p<.05
Girls Z= -4.44 p value =  0.000 
p<.05
The results from this comparison of the mean scores between the Language 
disordered group and the norms of the standardisation sample show that the 
mean scores o f the language disordered children is lower than that for the 
standardisation sample for Externalising scores. Therefore, the proposition 
that language disordered children have more Externalising problems as 
measured on the CBCL is rejected.
In this study only 3 male participants (total N=63) obtained scores over 70 
(Clinical range) and 2 other males were in the ‘Borderline Range’.
The results from these comparisons do not support the proposition that 
children with language disorders have more behavioural and emotional 
problems than their non-language-disordered peers.
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *
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3.4 Individual Problem Scales
The next set of scores represents a comparison between the mean scores of 
the language disordered children with those o f the Child Behaviour 
Checklist standardisation sample for scores obtained on the Individual 
Problem Scales. For statistical purposes, raw scores rather than T scores are 
preferable when comparing the individual syndrome scales because they 
directly reflect all differences among individuals without any truncation or 
other transformations (Achenbach, 1991).
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The results are shown in the tables below:
TABLE 1 Comparison of the Means of the Individnal Problem Scales -BOYS
CBCL
SCALES
MEAN SCORE 
LANGUAGE 
DISORDERED 
GROUP
N=48
MEAN SCORE OF 
STANDARDISATION 
SAMPLE 
N=581
STANDARD 
DEVIATION OF 
STANDARDISATION 
SAMPLE
Z TEST 
SCORES
P VALUE 
(TWO 
TAILED)
BOYS BOYS BOYS
BOYS BOYS
WITHDRAWN 2.02 1.8 1.9 0.80 p 0.42 
n.s
SOMATIC
COMPLAINTS
2.02 0.8 1.3 6.50 p 0.00
p<.05
ANXIOUS/
DEPRESSED
235 3.1 3.1 -1.68 p 0.09 
n.s
SOCIAL
PROBLEMS
2.1 2.0 ^ 1.9 0.36 p 0.71 
n.s
THOUGHT
PROBLEMS
0.81 0.5 0.9 2.39 p 0.02p<.05
ATTENTION
PROBLEMS
3.81 3.3 2.8 1.26 p 0.20
n.s
DELINQUENT
BEHAVIOUR
1.1 1.6 1.7 -2.04 p 0.04 p<.05
AGGRESSIVE
BEHAVIOUR
4.75 8.2 5.8 -4.12 p .00p<.05
SEX
PROBLEMS
0 0.1 0.5 -1.39 p 0.17 
n.s
The results from these comparisons o f the means (raw scores) for boys show 
that the language-disordered children in this study have higher mean scores 
than those children from the Standardisation sample on the following scales:
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Withdrawn; Somatic; Social Problems and Attention.
The difference between the standardisation sample and the language 
disordered group reached sigmficance only on the following scales:
Somatic Complaints -the hypothesis that children (males) with language 
disorder have more somatic complaints is accepted;
Thought Problems -  the hypothesis that children (males) with a language 
disorder have more thought problems is accepted;
Delinquent Behaviour -  the analysis o f the scores on this scale reached 
significance, but in the opposite direction to the predicted hypothesis. 
Therefore, the hypothesis that children (males) with a language disorder 
have more delinquent behaviour is rejected in favour o f the null hypothesis,
^ggi*0Sjsive Behaviour — the analysis o f the scores on this scale reached 
significance in the opposite direction to the predicted hypothesis. Therefore, 
the hypothesis that children (males) with a language disorder have more 
aggressive behaviour is rejected in frvour of the null hypothesis.
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *
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Table 2 below shows the mean scores for the girls in the language 
Disordered group on each of the CBCL problems.
TABLE 2 Comparison of the Means of the Individual Problem Scales-GIRLS
CBCL
SCALES
MEAN SCORE 
LANGUAGE 
DISORDERED 
GROUP 
N=15
MEAN SCORE OF 
STANDARDISATION 
SAMPLE 
N=619
STANDARD 
DEVIATION OF 
STANDARDISATION 
SAMPLE
Z TEST SCORE P VALUE 
(TWO 
TAILED)
GIRLS GIRLS GIRLS GIRLS GIRLS
WITHDRAWN 0.47 2.0 2.0 -2.96 p .00p<.05
SOMATIC
COMPLAINTS
0.47 1.0 1.6 -1.28 p .20
n.s
ANXIOUS/
DEPRESSED
1.4 3.4 3.3 -2.35 p.02p<.05
SOCIAL
PROBLEMS
0.8 1.9 1.7 1 -2.51 p .01p<.05
THOUGHT
PROBLEMS
0.13 0.5 1.0 -1.43 p 0.15 
n.s
ATTENTION
PROBLEMS
2.27 2.5 2.5 -0.36 p . 72  
n.s
DELINQUENT
BEHAVIOUR
0.53 1.2 1.4 -1.85 p .06
n.s
AGGRESSIVE
BEHAVIOUR
1.6 7.0 5.2 -4.02 p .00p<.05
SEX
PROBLEMS
0 0.2 0.5 -1.55 p 0.12
n.s
The mean scores from the language Disordered children (girls) on each of 
the CBCL problems scales were found to be lower than the means o f the 
Standardisation sample. This result indicates that the children (girls) in the
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Language disordered group have fewer problems than those children in the 
Standardisation sample as assessed on the CBCL.
The difference between the standardisation sample and the language 
disordered group (girls) reached significance but in the opposite direction to 
the predicted hypothesis on the following scales:
Anxious/Depressed; Social problems; Withdrawn; Aggressive Behaviour. 
Therefore, the hypothesis that children (girls) with a language disorder have 
more problems in the above areas is rejected in favour o f the null hypothesis.
NB. The Withdrawn scale is included in the Internalising T Cluster and the 
Total Problem T score, whereas the Social and Thought scales are only 
included in the Total Problem T scores.
5.
The Total Problem T scores from both the Child Behaviour Checklist and 
the Teacher Form were compared to see how closely the parents views of 
their child’s behaviour correlated with that o f the teacher in the relevant 
language Unit.
A Pearson’s r correlation coefficient was calculated which yielded the 
following result:
r = -.100 p >0.05.
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This analysis indicates that there is no correlation between the two sets of 
data and that there is considerable variation between how the children’s 
behaviour and emotional states are viewed by their teachers compared with 
how they are viewed by their parents.
6 .
The next comparison examined the mean scores o f the Language Disordered 
Group on the Harter Scale with that o f the norms of the standardisation 
population to see whether the scores of the language disordered group were 
significantly lower than the standardisation population and therefore the 
general population.
A comparison of the Mean score for the Competence and Acceptance Scales 
o f the Pictorial scale o f Perceived Competence and Social Acceptance for 
Young Children vs. the mean of the standardisation sample (Harter & Pike,
1984) gave the following results:
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Table 3
Cognitive Physical Peer Maternal
Mean SD Mean SD Mean SD Mean SD
Standardisation 
Sample-First and 
Second Grades 
combined 
(N=109)
3.4 .35 3.4 .39 3.1 .55 2.8 .58
Language
Disordered
Group-
First/Second
Grade
Version
(N=63)
3.5 3.3 .58 3.2 .53 3.0 .63
p value .01
p <0.05
.02
p<0.05
.07
n.s
.00
p<0.05
Language 
Disordered 
Group- with 6 
older children’s 
scores removed 
(N=57)
3.5 .48 3.3 .60 3.2 .54 3.0 .62
p value .02
p <0.05
.03
n.s
.09
n.s
.01
p<0.05
Significant differences were found between the means of the language- 
disordered children and that o f the standardisation sample for the Cognitive, 
Physical and Maternal subscales. The results show that the Language 
disordered children in both the larger group (n=63) and smaller group (57) 
have higher mean scores than the mean score of the standardisation sample 
on the cognitive, peer and maternal subscales. However, the mean physical 
score for both of the language disordered groups is significantly lower than 
the mean of the standardisation sample. This result on the physical subscale 
therefore lends support for the experimental hypothesis that language
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disordered children have lower views o f their perceived physical 
competence when compared with the standardisation sample.
The results on the Acceptance subscales (Peer and Maternal) show that the 
mean scores for the language disordered children in both groups 
(n=63/n=57) is actually higher than the mean scores of the standardisation 
sample. This indicates little support for the hypothesis that children with a 
language disorder have lower views o f their perceived level o f  acceptance 
therefore rejecting the experimental hypothesis.
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *
7. The Effect of “Neurological” Items o f the CBCL.
Tallal et al (1989) investigated the relationship between developmental 
language delay and psychiatric disorders. They administered the CBCL to 
their participants and found that when they parcelled out a number o f items, 
which they designated “neurodevelopmental” and considered to be 
discriminating, few significant between-group differences remained.
It was decided to repeat this procedure with the Total Problem T Scores of 
the experimental group with those o f the Standardisation sample having first 
removed the raw scores pertaining to Tallal et aPs “neurodevelopmental”
items.
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A reanalysis comparison of the mean score for the CBCL (LD children) with 
the neurodevelopmental items removed and the Total Behaviour Score 
recalculated vs. the mean of the normative sample o f the CBCL manual gave 
the following result:
Mean Score LD group (N=63)= 43.76 S.D. = 10.56
Mean Score o f Standardisation sample (N=boys 581/girls 619) =50.1 (for
both boys and girls) S.D. = 9.9
The size of the difference between this result and that obtained earlier 
(which included the “neurodevelopmental” items) between these two means 
is not large enough to be considered significantly different. This is probably 
because the participants in this study did not have high scores on the 
“neurodevelopmental “ items, therefore the size of difference is minimal. 
However, it does support Tallal et aTs (1989) argument. This will be 
considered further in the discussion.
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SUMMARY
Summary o f the results following from the main hypotheses
1. When scores from the TROG and the CCC (language tests) were
correlated with the scores from the Harter Scale (perceived competence 
and social acceptance), it was found that there were no significant 
relationships between these two groups of measures. Therefore, the 
hypothesis that the more serious a child’s language disorder the more 
negative will be the child’s view of him/herself, is rejected in favour of 
the null hypothesis.
2. When the language disordered children’s Harter Scale scores and those 
from the standardisation sample were compared, it was found that there 
was no support for the assumption that language disordered children have 
lower views o f their perceived competence and social acceptance than 
children in the normal population. On the competence subscales, there 
was a small difference between the mean scores (N=63) but on the 
acceptance subscales, the language disordered children actually obtained 
higher mean scores than those in the population sample. Therefore, the 
hypothesis that a child’s perceived competence and social acceptance is 
adversely affected by having a language disorder is rejected.
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3. Contrary to the prediction that children with language disorders have 
more behavioural and emotional problems, no significant difference was 
found between the Total Problem T score of the language disordered 
group when compared with the standardisation population. This result 
was true for the four broad band scores on the CBCL (Number o f Items; 
Total Problem T score; Internalising T score and Externalising T score).
4. The boys from the Language Disordered group were found to have 
higher scores than the Standardisation sample on the following scales: 
Somatic Complaints and Thought Problems. This result indicates that the 
boys in the Language Disordered group were considered to have more 
problems in these areas than normal boys, lending partial support for the 
hypothesis that language disordered children experience more 
behavioural/ emotional problems. However, the boys were found to have 
significantly fewer problems on the Aggressive and Delinquent 
Behaviour problem scales when compared with the standardisation
sample.
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DISCUSSION
LANGUAGE DISORDERS, ASSOCIATED PSYCHOLOGICAL 
PROBLEMS AND CHILDREN’S SOCIAL COMPETENCE.
The m ain purpose of this study was to examine whether language disordered 
children attpnHing language units have more emotional and behavioural 
problems than children in the normal population. Further, whether they also 
have poorer views o f their competence and social acceptance given the 
communication difficulties they experience due to their language disorder.
Results suggest that the participants in this study do not report poorer views 
o f their social competence and level o f acceptance by their peers. There is 
however, some evidence to suggest that the boys in the language-disordered 
group have more Somatic Complaints and Thought Problems when 
compared with the standardisation sample.
These results will be reviewed in relation to each hypothesis on which the 
study was based in light of previous research and theoretical implications. 
Methodological drawbacks and limitations o f the study will also be 
addressed as well as wider research considerations.
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1. Language Disorder and Negative Self-Perception
The hypothesis that having a language disorder contributes to a negative 
self-perception of one’s social competence and peer acceptance was not 
upheld. The results, which analysed two sets of correlation’s (TROG with 
the Harter Scale and CCC with the Harter Scales), failed to show any linear 
relationship between these variables and hence, evidence for a statistically 
significant difference in support o f the experimental hypothesis. Further, the 
results fi-om a comparison of the language disordered children with those 
fi*om the standardisation sample of the Harter Scales showed that these 
children did not demonstrate statistically significant poorer views of their 
competence and acceptance than children in the normal population did. Only 
scores for 2 female participants out o f the 63 in the study lent support to the 
experimental hypothesis.
Even when a sample of older children (N=6) were removed because they fell 
outside that age range of the Harter Scales, and the correlation coefficient re­
calculated, the result failed to show any significant difference with the older 
children’s scores removed.
These results contradict evidence in the literature that demonstrates a 
relationship between language disorders and difficulty with peer acceptance. 
According to Brinton & Fujiki, (1999) clinicians and teachers often report
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that these children are left out o f play, have few fi*iends, and tend to cluster 
around adults.
Numerous investigations o f specific interactions within group studies have 
shown instances where non-language disordered children have made 
negative comments about, excluded, ignored, or showed annoyance with 
children who have Speech/Language Impairment (e.g., Craig, 1993; 
Gallagher & Craig, 1984; Fujiki & Brinton, 1991; Tomblin & Liljegreen, 
1985; Rice, 1993) Fujiki & Brinton, 1999). However, the language- 
disordered children in this study did not report such negative experiences.
Fujiki & Brinton (1999) suggest that a child with speech/language 
impairment may be viewed by a peer as someone to avoid, by a teacher as 
someone withdrawn and isolated, and by self-assessment as someone who is 
lonely. Rice, Sell, and Hadley (1991) found that children with speech and 
language impairment tended to interact with adults rather than with other 
children in a pre-school classroom. Hadley and Rice (1991) reported that 
these same children did not respond to the bids o f their peers and were often 
ignored by their peers in turn. Guralnick, Conner, Hammond, Gottman, and 
Kinnish (1996) noted that 4-5-year old children with communicative 
impairments were less well integrated into play groups across a two-week 
period when compared with typically developing peers.
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In a sociometric study by Gertner, Rice, and Hadley (1994), they 
administered a peer nomination measure in a special pre-school setting.
They found that the children with poor communication skills were less well 
accepted by their peers than were children with typically developed 
language (Fujiki & Brinton, 1999). Further, Fujiki, Brinton, and Todd 
(1996) found that teachers rated 8-12-year old children with 
speech/language impairment (SLI) as having more behaviour problems and 
poorer social skills than their typical peers on the Social Skills Rating 
System-Teacher Form (SSRS-T) (Gresham & Elliott, 1990). Redmond and 
Rice (1998) found in their study that teachers rated the children with SLI 
lower than their typically developing peers on internalising, social, and 
attention problems. Parents’ ratings did not differentiate the groups, 
however. This discrepancy suggests that teachers perceived social problems 
in the school setting that parents either did not see or were not aware of at 
home. Fujiki, Brinton, Morgan, and Hart (1997) found that teachers 
perceived 5 to 8-year-old and 10 to 13-year-old children with SLI as being 
more reticent, anxious, and fearful than their typical peers. Teachers also 
rated children with SLI as more actively isolated by their peers (Fujiki & 
Brinton, 1999).
On the evidence of other studies, language disordered children are more 
likely to experience emotional and behavioural problems, are less accepted 
by their peers and have difficulty with the social aspects of communication. 
This in turn, it is agreed, would lead to low self-esteem and experiences of 
loneliness. Recent evidence that children with language impairments
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experience a disproportionate share of peer relationship problems raises the 
concern that they may also suffer negative emotional consequences that are 
linked to these problems. In research with normative populations, peer 
rejection has been linked with emotional reactions such as loneliness, low 
self-esteem, social anxiety, and depression (Asher & Gazelle, 1999).
Sociometric methods asking non-language disordered children their views 
about language disordered children were not employed in this study. If  they 
had been then we might have seen a result in support o f the findings of these 
other studies. Given that the children in the study were attending special 
language classes (Units) rather than mainstream classes it was not possible 
to ask typical children for their views on language disordered children.
Nevertheless, in spite of these numerous studies assessing how children with 
SLI are perceived socially, few studies have probed how children with SLI 
feel about their own social functioning. As experienced in this study, this is a 
difficult task mainly because o f the expressive and receptive language 
difficulties experienced by the SLI population. Self-perception is usually 
assessed using verbal interview or rating scales, and children with SLI may 
experience difficulty with the linguistic demands o f such tasks (Fujiki & 
Brinton, 1999). Hence the use of the Harter & Pike (1983) Pictorial Scale o f 
Perceived Competence and Social Acceptance for this study. This scale has 
also been used successfully with learning disabled children (Priel & Leshem, 
1990; Cuskelly & De Jong, 1996). Although the items are presented in
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picture format the descriptions o f the items are read aloud, thus adding a 
verbal component to the scale.
Many o f the studies support the view that speech/language impaired children 
are often rejected by their peers, yet this experience was not reported by the 
participants in this study. It may be that in the present study that because the 
children were attending a special class this therefore shielded them to some 
extent fi-om some of the more typical experiences o f children in other 
studies.
According to Battle (1979), the special class environment is generally less 
competitive, allows for more individual instruction and a greater degree o f 
academic success and tends to foster the development o f positive feelings of 
self-worth. Battle (1979) reported data indicating that short-term special 
class placement tends to enhance rather than impede perceptions o f self- 
worth. In a study by Battle & Blowers (1982) they indicated that special 
education students experienced greater gains in self-esteem and perception 
o f ability over a three-year period providing support for proponents of 
special education classes. By contrast, research with school-age children in 
regular education classrooms indicates that approximately 8-12% o f children 
with language disorders report extreme feelings of loneliness at school 
(Asher & Gazelle, 1999).
,296
Therefore, the assumption that language disordered children have poor 
views of their perceived competence and peer acceptance is not supported 
for the present sample of children in language units. I f  there was a very 
strong effect one would have expected it to emerge with a sample o f this size 
(N=63). Although this result rejects the common assumption, the result is 
possibly reassuring for parents and teachers o f language disordered children. 
It suggests that the experience o f being in a language unit may have a 
positive effect on the child and thus his/her self-perception of competence 
and acceptance. Given the amount o f data collated from the various sources 
(child, parent, teacher and speech therapist), which all tended to report low 
scores for behavioural/emotional problems and generally positive scores on 
the measures of acceptance and competence, it is not possible to explain this 
result as being due to chance. This result may be due to the positive 
experience o f attending a language class, lending support to Battle’s (1979) 
argument that being in a special class tends to foster the development o f 
positive feelings o f self-worth. Rutter & Lord (1987) reported that some 
children with quite marked language difficulties showed normal socio- 
emotional development. They conclude that the language handicap provides 
a social challenge but the strategies used in meeting that challenge may be 
protective or in some cases the reverse may be true.
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2. Relationship between Language disorder and Emotional and 
Behavioural Problems.
Contrary to the findings reported in the literature, the prediction that children 
with language disorders have more behavioural and emotional problems than 
typical children in the normal population, was not supported from the results 
o f the present study. When the Total Problem T scores were compared, no 
significant difference was found between the mean of the language 
disordered group and that o f the standardisation population even though 
information on the participant’s emotional and behavioural status came from 
two sources-the parents of the children attending the language units and their 
teachers, and used standardised measures (CBCL and TRF). This result may 
have been a genuine finding or alternatively it may have been due to under­
reporting of the parents and teachers o f the children in the language- 
disordered group. The CBCL is a standardised measure that allows for 
reliable assessment o f a wide variety of behavioural and emotional profiles 
in children hence the choice o f this measure and it’s associated form for 
teachers for inclusion in this study. If, however, the present findings were 
accurate, then the results, as stated, are very reassuring for the parents, 
teachers and speech therapists involved with these children.
Nevertheless, one must question this finding as it conflicts with previous 
research outlined in the introduction. It is possible that the present finding is 
an artefact, due perhaps to parents and teachers being unwilling to report 
negative aspects of the children.
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When the four broad band scores on the CBCL were examined, the findings 
indicated that the boys in the language-disordered group had higher scores 
than the Standardisation sample on the following scales: Somatic complaints 
and Thought problems. This result suggests that the boys in the language 
disordered group are considered by their parents to have more problems in 
these areas (Somatic and Thought problems) than the general child 
population. Therefore, the results did lend partial support for the 
experimental hypothesis when separate problem scale scores were analysed.
Interestingly, the boys in the language-disordered group were found to have 
significantly fewer problems on the Aggressive and Delinquent Behaviour 
problem scales when compared with the standardisation sample. Further, the 
girls in the T .angnago disordered group were found to have fewer problems 
than those children in the Standardisation sample as assessed on the CBCL. 
In addition, the difference between the standardisation sample and the girls 
in the language disordered group reached significance in the opposite 
direction to the predicted hypothesis on the following scales: 
Anxious/Depressed; Social problems; Withdrawn; Aggressive Behaviour, 
therefore, rejecting the hypothesis that children with a language disorder 
have more problems in these areas.
Although some children with speech/language impairment may function 
well socially, Brinton & Fujiki, (1999) suggest that many o f these children 
will show withdrawn or internalising behaviours and operate on the edge of
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social groups. Further, in these children, both language problems and social- 
emotional disturbance may be overlooked because of the children’s 
compliant behaviour (Brinton & Fujiki, 1999). It is possible that this may 
have been the case with the participants in the present study, hence their low 
scores for Total Problem Behaviours on both the CBCL and TRF.
There are a number o f developmental pathways by which an association 
between language impairment and social-emotional disturbance may come 
about (Rutter & Lord, 1987). The prevailing view currently is that many 
social-emotional problems develop from a complex ongoing transaction 
between the psychosocial environment and language, cognitive, social and 
emotional deficits (e.g. Prizant et al, 1990; Moffitt, 1993). Increasingly, 
researchers have been applying a developmental organisational conceptual 
homework to understand the dynamic process of interrelations and 
transactions o f multiple domains o f fimctioning in both normal and 
abnormal development (Cicchetti, 1993; Cicchetti & Richters, 1993). This 
has shown that in normal development, domains o f fimctioning are 
interrelated and integrated in such a way as to facilitate adaptation whereas 
in pathological development this integration has not occurred. In this way, 
as a result o f variations in levels o f fimctioning across domains, children 
experience the same events differently (Cicchetti, 1993). For instance, 
Moffitt (1993) has suggested that language impairments and executive 
control deficits place children at the risk o f setting into motion negative 
interactions first with parents, and later with peers and teachers. She further
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suggests that in this context, parents and teachers tend to reduce their efforts 
to guide children’s learning and behaviour (Cohen, 1996).
According to the literature reviewed, there is a need to recognise that a 
significant number of children referred to speech therapy services will have 
psychiatric disturbances. Love and Thompson (1988) suggest that all 
children referred to psychiatric services, or if this is unrealistic all those with 
attention deficit disorder, should be screened by a speech therapist who 
would then direct appropriate intervention (France & Graved, 1991)- a 
suggestion made by Cantwell et al (1979), who stress the need for early 
intervention as a preventative measure, decreasing the risk o f later or 
persisting psychiatric disorders.
Gualtieri et al (1983) state that ‘speech and language therapists seem to be 
much more aware o f psychiatric problems in their clients than psychiatrists 
and psychologists are of language disorders in theirs’- despite the fact that so 
many psychiatric techniques are strongly language based. They speak of 
implications for psychiatric management in terms o f the need to consider 
language level in assessment and choice o f therapy techniques . This leads to 
a role for speech therapy by informing other team members of the 
importance of language evaluation and subsequently advising others 
involved in the care o f an individual child of the appropriate level and style 
o f language or non-verbal communication to use (France and Graved, 1991).
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Tallal et al (1989) found that language impaired boys but not girls, were 
rated by their parents as significantly different than their age-matched 
controls on the Total Behaviour Score of the Achenbach CBCL. However, 
when total scores were broken into the individual Behaviour Problems 
Scales developed by Achenbach, few significant between-group differences 
emerged, Only one scale for boys and one scale for girls showed significant 
between-group differences. In the present study the opposite findings were 
true with no difference found between the language impaired children and 
the standardisation group’s scores on the Total Behaviour Score o f the 
Achenbach CBCL, but differences were evident when the total scores were 
analysed as individual Behaviour Problems Scales.
If  language and communicative deficits and associated cognitive processing 
problems have a central role to play in the evolution and/or maintenance of 
social-emotional problems, an obvious question is whether changes in 
language functioning will influence other aspects of development and social- 
emotional disorder. There have been no controlled studies that make all of 
the necessary comparisons of individual and combined treatment modalities 
to provide an empirical answer to this question. Some headway has been 
made in interventions for children with language and language-related 
learning disabilities, especially with respect to teaching phonological skills 
which underlie most reading problems (Stevenson, 1989; Lovett, 1991). 
However, these studies have not included children with social-emotional 
disorders or measures of social-emotional functioning (Cohen, 1996).
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3. “Neurological” Items and Language Disorder
T anaiiagp. impairments are presumed to have a neurological basis given their 
predominance in males, evidence of heritability, and association with other 
neuropsychological attributes (Plomin, DeFries, & Fulker, 1985). Tallal et al 
(1989) found in their study using the CBCL to assess the 
emotional/behavioural profiles o f language impaired children, that when 
items are excluded that pertain to speech and language development, or the 
neurodevelopmental (attention, perception, motor) delays that have been 
hypothesised to underlie language disorders, that the CBCL Total Behaviour 
Score fails to reach significance for boys or girls. These results suggest that 
it is possible that previous studies that report high incidence o f psychiatric, 
behavioural and /or emotional disturbance in language impaired children 
have failed to differentiate between neurodevelopmental delay and 
emotional disturbance, particularly in young children.
Neurodevelopmental delay or dysfunction may predispose a child to both 
developmental language impairment and behavioural disorders. This is 
because many o f the symptoms reported as evidence o f behavioural, 
emotional, or psychiatric disturbance in language impaired children such as 
attention deficit, hyperactivity, confused, strange or slow movements, 
clumsy etc., are symptoms reiterated across many o f the published studies 
(Affolter et al, 1964; Baker & Cantwell, 1987a; 1987b; Cantwell et al 1980; 
Chess & Rosenberg, 1974; Griffiths, 1969) pertaining to psychiatric 
disturbance in language impaired children (Tallal et al, 1989).
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Evidence o f neurodevelopmental delay, behaviour disorders, and emotional 
disturbance all have been included in determining the incidence o f 
“psychiatric” disturbance in language impaired children. For example, close 
examination o f the psychiatric diagnoses applied by Chess and Rosenberg 
(1974) suggests that neurodevelopmental delay, rather than primary 
emotional disorder, best classified many o f the language impaired children. 
Similarly, the most common psychiatric diagnoses reported in both the 
Beitchman et al. (1986) study as well as the Cantwell and Baker studies 
(1977-1987) was attention deficit disorder (ADD), again suggesting 
neurodevelopmental, rather than primary emotional disorder. As specific 
developmental language impairments have been shown to be highly 
characterised by primary neurodevelopmental (perceptuaFmotor) deficits 
(Tallal, Stark & Mellits, 1985a, 1985b). It is important to determine the 
extent to which the reported increased incidence o f psychiatric disorders in 
language impaired children relates to their linguistic dysfimction, or rather to 
the non-linguistic neurodevelopmental problems which accompany, and may 
underlie, both the language and behavioural disorders o f these children 
(Tallal, et al, 1989).
In the present study it was decided to repeat Tallal et al’s procedure to see 
whether or not there was any difference when the “neurodevelopmental” 
items were parcelled out. The results fi-om the present study did not show a 
difference significantly large enough because the participants in this study 
did not have high scores on the “neurodevelopmental “ items therefore the 
size o f difference was minimal and was not large enough to alter the overall
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result. However, it is noticeable that when these items are eliminated that 
this does lower the Total Problem Score for the child, lending support to 
Tallal et al’s (1989) argument.
Future Directions
The results from this study probably raise more questions than it answers. It 
would obviously benefit from replication in a larger sample enabling more 
generalisable results. It remains unclear from this study which variables are 
associated with the development o f psychological problems and which 
factors prevent the development o f such problems. The question regarding 
whether different types o f coping styles in language disordered children may 
lead to different psychological outcomes, also needs to be explored.
It should be possible to re-evaluate the hypotheses put forward in this study 
by re-assessing these children when they have left the language unit (usually 
after 2-3 years) and return to mainstream classes, to see how they are 
accepted by their peers and whether or not there is any difference in their 
emotional/behavioural presentation and whether, as they approach 
adolescence, difficulties with peers and loneliness, as reported in the 
literature, have any impact. It would also be interesting to see further 
research on the social functioning o f language disordered children who have 
a social-emotional disturbance, particularly in light o f Love & Thompson’s 
statement that there is ‘convincing evidence that problems associated with
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language disorders in young children often persist into adolescence and even 
adulthood, and have a negative unpact on personal relationships, academic 
success and vocational and professional achievement and learning power’, 
(Love & Thompson, 1988).
Further research, it is hoped will reveal more about the characteristics o f 
particular children that put them at risk o f psychiatric illness. Secondly, 
speech therapists must address the need to consider such aspects in their use 
of assessment materials and interpretation of results. Coombes (1987) 
cautions care with current test batteries, many of which are not 
psychometrically sound. Parents and teachers need to be involved in 
systematic enquiry in order to arrive at a reliable enquiry in case of any 
underlying psychological problems (France and Graved, 1991).
A number of important questions arise from this study:
1. What are the short-term and long-term implications of the social- 
language problems o f language disordered children in terms o f their 
quality o f life once they leave their special class environment (language
unit)?
2. What protective factors prevent language disordered children from 
developing negative views of themselves and associated emotional 
/behavioural problems? Given that the children in this study didn’t report
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negative experiences, and that this might be due to their special class 
experience, it would be interesting to conduct a comparison study to 
explore and understand such factors.
3. How effective are language units at providing positive educational
experiences for language disordered children? Again a comparison study 
is needed to explore this further.
4. What implications do these findings have for intervention in facilitating 
positive views of social competence and peer acceptance in this 
population?
CONCLUSIONS
A review o f the literature on children with speech/language disorders 
suggests that the relationship between language impairment and 
emotional/behavioural problems in childhood is strong. Due to the essential 
role that language plays in the social and emotional development o f the 
young child, it might be expected that serious developmental language 
impairment would have a profound impact on social, emotional and 
behavioural development. However, in the present study no association was
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found between language disorder and poor perceived social competence and 
acceptance. Indeed the reverse seemed to be the case. There was some 
evidence to show that the boys in this study were perceived by their parents 
to be more withdrawn and have more social and attention problems lending 
partial support to the hypothesis that these children experience more 
emotional and behavioural problems when individual scales were examined. 
These results are most remarkable given the consistent finding in the 
literature that language impaired children have high rates o f emotional 
/behavioural problems.
Tallal et al (1989) made the point that it is difficult to draw conclusions from 
other studies given the broad age-range and type o f language impairment 
that has been included. Few studies have looked at older children to see 
whether they continue to experience emotional and behavioural problems 
when their language difficulties improve following intervention. Further, the 
conclusions o f studies o f language impairment and social communicative 
skills, and social-emotional disturbance are limited by the narrow range o f 
developmental domains that have been examined as well as the narrow 
definitions o f language and communicative development that have been 
employed. In light of the problems in social relationships and emotional 
expression that bring children to clinical attention, a range of variables 
including language structure, social communicative skills, social 
communicative self-awareness, and social cognitive skills need to be 
examined simultaneously. These concerns continue to prevail in the current
literature.
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A review o f the literature shows there is considerable confusion in studies 
cited when defining and diagnosing behavioural/ emotional/ psychiatric 
disorders, in the speech/language impaired population. Terms such as 
behaviour problems, maladjusted, behaviour disorders, psychiatric 
diagnoses, emotional problems, and social problems have been used 
somewhat indiscriminately. Methods o f evaluation have also differed 
across studies with some using standardised parent or teacher questionnaires 
while others use clinical assessments o f the child.
One possible explanation for the considerable overlap o f speech/language 
disorders in previous studies may be the presence o f an illusory correlation. 
This oecurs when we fail to consider all relevant information, and, 
particularly when we are motivated to find a relationship, we focus our 
attention on events that seem to confirm that a relationship exists (Vyse, 
1997). Chapman (1967) and Chapman & Chapman (1967; 1969) carried out 
the most thorough and provocative work on people s ability to detect 
covariation. They concluded that beliefs about the covariation between 
stimuli are frequently based on semantic associations rather than on any 
accurate observation o f the events in question and that such beliefe survive 
actual experience with the relevant data even when those data contradict the 
expected covariation; indeed, from the perceiver s perspective such 
contradictory data may appear to support the covariation hypothesis (Nisbet 
«& Ross, 1980). In other words the assumption that language disordered 
ehildren have more emotional/behavioural problems and poor estimates of
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themselves may turn out to be only a plausible lay theory of covariation 
arising from an illusory correlation.
Following the critical analysis above, this is an area that requires more 
investigation with future research remedying the limitations in the present 
study. It would be important to do a follow-up of these children when they 
return into mainstream classes and again when they reach adolescence to see 
whether or not any marked gender and/or age differences emerge and 
whether or not they are adversely affected by the removal o f the therapeutic
milieu of the language unit.
In the present study one may question the validity of comparing the 
language disordered children’s scores with that o f the standardisation sample 
rather than using a matched control group. Also, the type of coping 
strategies used by the participants has not been answered and is worthy of
further investigation.
Future research would also need to obtain a larger subject sample thus 
allowing for a more sophisticated statistical analysis. It is most likely that 
none of the variables would singularly determine the likelihood of 
developing emotional/behavioural problems in this population, rather it is 
the combination of vulnerability factors, which together affect this 
likelihood in individual children. Multivariate analysis e.g.. Multiple
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regression would enable one to identify the interactions o f multiple variables 
as well as determining the relative strength of each variable.
Ultimately, identifying the predictive factors for developing emotional 
/behavioural problems and difficulties relating to peers is important because 
o f the potential for remedial intervention once these vulnerability factors are 
identified. The challenge therefore remains, not only to identify predictive 
fectors for developing emotional /behavioural problems, but also in 
translating these findings into effective interventions that would remedy 
individual vulnerability factors, thereby decreasing problems in adolescence 
and adulthood.
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APPENDIX A
COPIES OF TEST FORMS USED
1. ACHENBACH CHILD BEHAVIOUR CHECKLIST
2. ACHENBACH TEACHER REPORT FORM-TRF
3. TEST FOR RECEPTION OF GRAMMAR-TROG
4. CHILD COMMUNICATION CHECKLIST
5 HARTER & PIKE PICTORAL SCALE OF PERCEIVED 
' COMPETENCE AND SOCIAL ACCEPTANCE FOR YOUNG 
CHILDREN
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CHILD BEHAVIOR CHECKLIST FOR AGES 4 -1 8
=U'_L
NAME
SEX
G  Boy LJ Girl
AGE E'l HNIU 
GROUP 
OR RACE
TODAY’S DATE CHILD’S  BIRTHDATE
Mo. Date ■ Yr. Date Yr
be specific—for example, ante mechanic, high schooi teacher, hcmsmaker 
lar-crer, laths opsraicr, shoe- calocman, army csrgaant.)
GRADE IN 
SCHOOL
INOT ATTENDING 
SCHOOLS : □
Please fill out this form to refiect your view 
of the child’s  behavior even if other people 
might not agree. Feel free to print additional 
commentsjpeside each item and in thp 
spaces provided on page 2.
FATHER’S 
TYPE OF WORK:
MOTHER'S 
't y p e  O F ’WORK;
THIS FORM FILLED OUT BY: 
D  Mother ( n a r i e ) _________
GD  Father l,narrie)
Q  Other—nam e & relationship to ch ild :,
, P lease iist'the sports your child m ost likes 
td t i l^  pari in. For example: swimming, 
tjasiball, skating, skate boarding, bike 
nding, fishing, etc.
n  None^'
P lease list your child’s  favorite hobbies, 
activities, and gam es, other than sports. 
For example: stamps, dolls, books, piano, 
crafts, cars, siriging, etc. (Do not include 
listening to radio or TV.)
None
Compared to others of the sam e 
age, about how much time does
Compared to others of the sam e  
age, about how mucji time does
Don’t
Know
□
□
□
Compared to others of the sam e  
âgé, how w ell does he/she do each
he/she spend In each? one?
Don’t
Know
L ess
Than
Average
A verage
More
T han
Average
Don’t
Know
Below
A v erag e A verage
Above
Average
□ □ □ □ □ □ □ □
□ □ □ □ □ • □ D □
□ □ □ □  . □ □ □ □
Compared .to others of the sam e  
age, how w ell does he/she do each
spend in each? one?
L ess
T han
Average
Average
More
Than
Average
Don’t
Know
B elow
A verage A verage A verage
• □ □ □ □ ■ □ □ □
□ □ □ . □ □ □ □
□ □ □ □ □ □ □
Please list any organizations, clubs, 
team s, or groups your child belongs to.
Cn None
Compared to others of the sam e  
age, how active is he/she in each?
Don’t L ess  More
Know A ctive « v e rag e
□ □ □ □
□ □ □ □
□ □ □ □
Compared to others of the sam e’
age, jhow well does he/she carry
them out?
Don’t Below
AverageA verage Average
□ □ □ □
□ □  . , □ □
□ □ □ □
Please list any jobs or chores your child 
has. For example: paper route, babysitting, 
making bed, working in store, etc. (Include 
both paid and unpaid jobs and chores.)
O  None
pyright 1991 T.M. Achenbach, U. of Vermont, ' ~
:. Prospect St., Burlington, VI 05401 UNAUTHORIZED REPRODUCTION FORBIDDEN BY LAW
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PIssss Print
About how rnsnv c ic ss fr isn c s  y - - ! . ! - ■ j  
(Do nor inoiuds brothers & sistsrs) _ j y =r3 ...J  4 or mcrs
c or more
VI. Compared to others of his/her age, how well does your child:
Worse About Average Better
Get along with his/her brothers & sisters? □ □ □
b. Get along with other kids? □ □ □
c. Behave with his/her parents? □ □ □
d. Play and work alone? □ ' □ □
O  Has no brothers or sisters
VII. 1 . For ages 6 and older—performance in academic su b jec ts .. □  Does not attend setschool because
Check a box for each subject that child takes
a., Reading, English, or Language Arts
b. History or Social Studies
c. Arithmetic or Math
d. Science
Other academic 
subjects—for ex- e. 
ample: computer 
courses, foreign f. 
language, busi­
ness. Do not in- g. 
elude gym, shop, 
driver's ed., etc.
Failing Belov/ Average Average Above A
□ □ □ □
□ □ □ □
□ □ □ □
□ □ □ □
□ □ □ □
□ □ □
□ □ □ □
2. Does your child receive special remedial services □  No 
or attend a special c la ss  or special school? D  Yes—kind of services, c lass, o f school:
3. Has your child repeated any grades? □  No
□  Yes—grades and reasons:
4. Has your child had any academ ic or other problems in school?
□  No □  Yes—please describe:
When did th ese problems start?
Have th ese  problems ended? O No □  Y e s-w h en ?
Does your child have any illness or disafaiilty (either physical or mental)?
□  No □  Yes—please describe:
Mhal concerns you m ost about your child?
'le a se  describe the best things about your child:
p.*.GE :
338
n 1 
] 1
) 1 
I 1
Ï B s s S S S S i i S S
M ease Pnnf
Ssmsvvhev ,-r Som ctim ss True 2 -  Very True or Often True2 = Net True (as far as you know)
2
2
2
2
2
2
1. Acte too YOuily fui lils/hnr
2. Allergy (describe): ________ __
3. Argues a lot
4. Asthma
5. Behaves like opposite sex
6. Bowel movements outside toilet
7. Bragging, boasting
8. Can't concentrate, can’t pay attention for long j
9. Can’t get his/her mind off certain thoughts; 
.^obsessions (describe):_______________
0 1 2 01,
0 1 2 32.
0 1 2 33.
0 1 2 34.
0 1 2 35.
0 1 2 36.
0 1 • 2 37.
Q 1 2 38.
0 1 2 39.
bad
1 z 1U.
1 2 11.
1 2 12.
1 2 13.
1 2 14.
1 2 15.
1 2 16.
1 2 17.
1 2 18.
' 1 2 19.
1 2 20.
1 2 21.
1 2 22.
1 2 23.
1 2 24.
1U. Can t sit s t i I I .  restless, or hyperactive
2 40. Hears sounds or voices that aren't there
(describe):
0 1 2 41. impulsive or acts without thinking
0 I 2 42. Would rather be alone than with others
u 1 2 43. Lying or cheating
.<1 44. Bites fingernails
45. Nervous, highstrung, or tense
46. Nervous movements or twitching (describe):
or others
25. Doesn’t get along with other kids
26. Doesn’t seem to feel guilty after misbehaving
27. Easily jealous
28. Eats or drinks things that are not fo o d -  
don’t include sweets (describe);  ______
29. Fears certain animals, situations, or places, 
other than school (describe):  _______  '
1 2 30. Fears going to school
0 1 2 47.
0 1 2 48.
0 1 2 49.
0 1 2 50.
0 1 2 51.
0 1 2 52.
0 1 2 ■ 53.
0 1 2 54.
0 1 2 55.
56.
0 1 2
0 1 2
0 1 2
47. Nightmares
causa:
a. Aches or pains (not stomach or headaches)
b. Headaches
c. Nausea, feels sick
d. Problems with eyes {not if corrected by glasses) 
(describe):  ______________________
e. Rashes or other skin problems
f. Stomachaches or cramps
g. Vomiting, throwing up
h. Other (describe):________________________
Please see other side
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0 = Not grue (sa fer mg you know) 1 
0 /. Physioaily attacks people
58. Picks nose, skin, or other parts of body 
(describe):_____    ' /
Pisasa Print 
so m a w n a t or S o m etim e s  Trus
0 ,1 3
0 1 2 59. Plays with own sex parts in public
0 1 2 60. Plays with own sex parts too much
0 1 2 61. Poor school work
0 1 2 62. Poorly coordinated or clumsy
3 1 2 63. Prefers being with older kids
3 1 2 64. Prefers being with younger kids
) 1 2 65. Refuses to talk
1 1 2 65. Repeats certain acts over and over;
compulsions (described
1 2 67. Runs away from home
1 2 68. Screams a lot
69. Secretive, keeps things to self
70. Sees things that aren’t there (describe):
1 2 
1 2
1 2
1 2
1 2 
1 2
1 2
1 2 
1 2
71. Self-conscious or easily embarrassed
72. Sets fires
73. Sexual problems (describe):__________
74. Showing off or clowning
75. Shy or timid
76. Sleeps less than most kids
77. Sleeps more than most kids during day 
and/or night (describe):_______________
78, Smears or plays with bowel movements
79. Speech problem (describe):  __________
2 80. Stares blankly
1 2
81. Steals at home
82. Steals outside the home
83. Stores up things he/she doesn’t need 
(describe); ________
S -  Very c;- Ofisn True 
>54. S trangs behavior (d®scr!bs):_
0 1 2 55. Strange ideas (describe):.
0 1
0 1 
0 1
86 .
87.
89.
90.
91.
92.
Stubborn, sullen, or irritable
Sudden changes in mood or feelings 
Sulks a lot
Suspicious
Swearing or obscene language
Talks about killing self
Talks or walks In sleep (describe):___
0 1 
0 1
0 1 
0 1
0 1 
0 1
0  ■ -1 
0 1
2 93. Talks too much
2 94. Teases a lot
2 95. Temper tantrums or hot temper
2 96. Thinks about sex too much
2 97. Threatens people
2 98. Thumb-sucking
2 99. Too concerned with neatness or cleanliness
2 100. I rouble sleeping (describe):._____________
0 1 
0 1
0 1 
0 1
0 1
2 101. Truancy, skips school .
2 102. Underactive, slow moving, or lacks energy
2  103. Unhappy, sad, or depressed
2 104. Unusually loud
2 105. Uses alcohol or drugs for nonmedical
purposes (describe):__________ _
\SE BE SUnc YOU HAVE ANSWERED ALL ITEMS.
0 1 
0 1
0 1 
0 1
0 1 
0 1
0 1 
0 1 
0 1
2 106. Vandalism ' ~ ~
2 107. Wets self during the day
2 108. Wets the bed
2 109. Whining
2 110. Wishes to be of opposite sex
2 111. Withdrawn, doesn’t get Involved with others
2 112. Worries
113. Please write In any problems your child has 
that were not listed above;
UNDERLINE ANY YOU ARE CONCERNED ABOUT.
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For offics use cniy 
!D#TEACHER’S REPORT FORM FOR A tiE S  5 -18
print additional comments beside each item and in the spaces provided on page 2._________ ______________________________ ——
PUPIL'S
FULL
NAME
FIRST MIDDL LAST
PUPIL'S SEX 
□  Boy □  Girl
PUPIL’S
AGE
ETHNIC . 
GROUP 
OR RACE
TODAY’S DATE
Yr.
PUPIL’S BIRTHDATE (if krrown)
Mn Date Yr. ------- .
GRADE
IN
SCHOOL
NAME AND ADDRESS OF SCHOOL
PARENTS’ USUAL TYPE OF WORK, even  if not working new (Pte£_se be 
as specific as vou car— for exampie, auto mechanic, high school teac,,e,, 
homemaker, laborer, lathe operator, shoe salesman, army sergeant.)
FATHER'S
TYPE OF WORK;  ________
MOTHER'S
TYPE OF WORK _______:__
THIS FORM FILLED OUT BY:
/  it,I! \( full •]
_  Teacher \ n a m e /__
( -u" 1□  Counselor \n a m e /
□  Other (specify, position & give 
full name); ■
I Per how many m onths have you  known this puph r ,
II. How well do you know him/her Not Well 2. □  Moderately Well 3. □  Very Well
ill. How m uch tim e d o es  h e /sh e  sp en d  in your c la ss  or service per week?
IV. What kind of c la ss  or serv ice
ce  Is H? (Please be specific, e.g.. regular 5th grade, 7th grade math, learning disabled, counseling, etc.)
V. Has he/she ever been referred for special c la ss  placem ent, services, or tutoring?
D Don't Know 0. □  N o 1. □  Y e s -w h a t  kind and when?
VI. Has he /sh e  repeated any grad es?  
□  Don’t Know 0. □  No 1. □  Yes—grades and reasons
VII. Current sch o o l performance- 
A cad em ic su b ject
list academic subjects and check box that Indicates pupil’s performance for each subject:
-«Copyright 1991 Thomas M. Achenbach  
Center for Children, Youth, & Fam ilies 
University of Vermont 
1 South Prospect St.
Burlington, '/T 05401
1. Far below  
grade
2. Somewhat 
below grade
3. At grade 
level
4. Som ewhat 
above grade
tJNAUTHORIZED REPRODUCTION FORBIDDEN BY LAW
5. Far above 
grade
□
□ □
□ □
□ □
D □
n □
4-95 Edition
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Y!!!. Compared to typical pupils of 1. Much 
the sam e age: less
smev
less
3.'siiohtiv  4. Abuut 5. Slightly 6. Somewhat 7. Much 
le^s ' average more , more
1. How hard is he/she working?
2. How appropriately is lie/she  
behaving?
3. How much is he/she learning?
4. Hdw happy is he/she?
□
□
□
□
□
n
□
□
□
n
□
□
□
□
□
□
□
IX. Most recent ach ievem en t te s t sco r e s  (optional).
Name of test Subject
Date
U
□
□
Percentile or 
grade level obtained
X. IQ, readiness, or aptitude te s ts  (optional).
Name of test Date
IQ or equivalent scores
D oes th is pupil have any illn ess  or disability (either physical or mental)? O No □  Yes— please describe;
What concerns you m ost about th is pupil?
P lease describe the b est th ings about this pupil:
P lease (eel free to write any com m ents about this pupll's work, behavior, or potential, using extra p a g es  If n ecessary .
343
B i S S S S s S i S S Ê S
1 = S o m sw h sî or Som etim es True 2 = Very s ru s or
0
0
0
0
0
0
0
0
0
c = Not True (as far a s  you know)
2 1. Acts too young for his/her age
2 2. Hums or makes other odd noises in c .a ss
2
2
2
2
2
2
2
2
2
2
2
3. Argues a lot
4. Fails to finish things he/she starts
5. Behaves like opposite sex
6. Defiant, talks back to staff
7. Bragging, boasting
8. Can’t concentrate, can’t pay attention for long
9. Can’t get his/her mind off certain thoughts; 
o b sess io n s  (describe);  --------------------------
10. Can’t sit still, restless, or hyperactive
11. Clings to adults or too dependent
12. Complains of loneliness
13. Confused or seem s to be in a fog
14. Cries a lot
15. Fidgets
16. Cruelty, bullying, or m eanness to others
17. Daydreams or g e ts  lost in his/her thoughts
18. Deliberately harms self or attempts suicide
Demands a lot of attention 
Destroys his/her own things
Destroys property belonging to others 
Difficulty following directions
20.
21 .
É2
23.
24.
25.
26.
27.
28.
Disobedient at school 
Disturbs other pupils
D oesn’t get along with other pupiis 
D oesn’t seem  to feel guilty after misbehaving
Easily jealous
Eats or drinks things that are not food — don't 
include sw eets (describe);  ------- -----------------
Q 1 2 29. Fears certain animals, situations, or places
other than school (describe);----------------- —
30. Fears going to school
2 31. Fears he/she might think or do som ething bad
2 32. Feels lie/she has to be pcrrcct
0 1 2 33. Feels or com plains that no one loves him/her
0 1 2 34. Feels others are out to get him/her
0 1 2 35. Feels worthless or inferior
0 1 2 36. G ets hurt a lot, accident-prone
0 1 2 37. Gets in many fights
0 1 2 38. Gets teased  a lot
0 1 2 39. Hangs around v/ith others w ho get in trouble
q 1 2 40. Hears sounds or voices that aren’t there (describe);
0 1 2 ■41. Impulsive or acts without thinking
0 1 2 42. Would rather be alone than with others
0 1 2 43. Lying or cheating
0 1 2 44. Bites fingernails
0 1 2 45. Nervous, high-strung, or ten se
0 1 2 46. Nervous m ovem ents or twitching (describe).
0 2 47. Overconforms to rules
0 2 48. Not liked by other pupils
0 2 49. Has difficulty learning
0 2 50. Too fearful or anxious
0 2 51. Feels dizzy
0 2 52. Feels tod guilty
0 2 53. Talks out of turn
0 2 54. Overtired
0 2 55. Overweight
55. Physical problems without known medical causa:
0 2 a. Aches or pains (n cf stomach or headaches)
0 2 b. Headaches
0 2 c. Nausea, fee! sick
0 2 d. Problems with eyes {not if corrected by glasses)
(describe);
0 2 e. R ashes or other skin problems
0 2 f, .Stom achaches or cram ps
0 2 g. Vomiting, throwing up
0 2 h. Other (describe);— ------------------------------------
Please see oiher side
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u 1 j  :7 . Fhycicaily attacks pecpie
Q y, 2 58. P:cks n ose , skin, or other parts of body
(describe); _ _ ------------------------—------------
2 59. S leep s in c la ss
2 60. Apathetic or unmotivated
2 61. Poor sch ool work
2 62. Poorly coordinated or clumsy
2 63. Prefers being with older children or youths
2 64. Prefers being with younger children
2 65. R efuses to  talk
2 66. Repeats certain acts over and over; compulsions
(describe):________________________ _______
0 1 2 67. Disrupts c la ss  discipline
0  1 2 68. Scream s a lot
0  1 2 69. Secretive, keeps things to self
0  1 2 70. S e e s  things that aren’t there (describe);
1 2 71. Self-con scious or easily embarrassed
1 2 72. M essy work
0  1 2 73. Behaves irresponsibly (describe);
0 1 2 , 74. Shov/ing off or clowning
0  1 2 75. Shy or timid
0 1 2 76. Explosive and unpredictable behavior
Q 1 2 77. Dem.ands must be met immediately, easily
frustrated
0 • 1 2 78. Inattentive, easily  distracted
Q 1 2 79. Speech problem (describe):.
0  1 2 80. Stares blankly
Q 1 2 81. Feels hurt when criticized
0  1 2 82. Steals
0  1 2 83. Stores up things he/she doesn’t need (describe);
G 1 2 84. Strange behavior (describe):-------------------------
0 1 2 85. -Strangs ideas (describe);------ ------------ -----------
0 1 2 86. Stubborn, sullen, or irritable
0 1 2 87. Sudden ch an ges In mood or feelings
0 1 2 88. Sulks a lot
0 1 2 89. Suspicious
0 1 2 90. Swearing or o b scen e  language
0 1 2 91. Talks about killing self
0 1 2 92. Underachieving, not working up tc potential
0 1 2 93. Talks too much
0 1 2 94. T eases a lot
0 1 2 i- 95. Temper tantrums or hot temper
0 1 2 96. Seem s preoccupied with sex
0 1 2 97. Threatens people
0 1 2 98. Tardy to sch ool or c la ss
0 1 2 99. Too concerned with neatn ess or cleanliness-
0 1 2 100. Fails to carry out assigned tasks
0 1 2 101. Truancy or unexplained absence
0 1 2 102. Underactive, slow  moving, or lacks energy
0 1 2 103. Unhappy, sad. or depressed
0 1 2 104. Unusually loud
0 1 2 105. U ses alcohol or drugs for nonmedical purposes
0 1
0 1 
0 1 
0 1
(describe);  ---------------- —
106. Overly anxious to p lease
107. Dislikes sch ool
108. Is afraid of making m istakes
109. Whining
110. Unclean personal appearance
111. Withdrawn, d o esn ’t get involved with others
112. Worries
113. P lease write In any problems the pupil has that 
were not listed above;
PLEASE SE SURE VOU HAVE ANSWERED ALL ITEMS
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TEST FOR RECEPTION OF GRAMSIAR
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" i’" 8 3  5?*
Name: f i r s t  n a m e
Date:
Date of birth:
i ester;
law:
pointing
pre post
1 7 elephant
4 hat
3 bag
6 book
1 spoon
5 sheep
2 woman/lady
8 table
1! 1 flower 1 1
4 cat ..... i______
2 drink 1 1
3 shoe J „ ..... J
8 gM
7 chair .1.... 1
6 horse
5 ball 1 1
!!! 7 dog
8 circle
4 square
2 boy
5 cup
6 star
1 wall
3 apple
Total blocks passed Aae equivalent
pointing  
pre p ost
IV 7 food
1 man
4 bird
6 knife
5 box
2 cow
8 pencil
3 tree
V 1 dropping
j 6 drinking
8 jumping
1 2 pushing
1 5 carrying
1 4 chasing
1 3 standing
1 7 looking
Vi 8 bia
4 red
3 tall
6 yeilov/
2 fat
7 brov'/n
5 blue
1 black
.entile
8 —9 yrs 
start here
10+ yrs 
start here
A 1 shoe
2 bird
3 comb
4 apple
B 5 eating
6 picking
7 sitting
8 running
C 9 long
l O t ^ l
. . 11 red
12 black
D 13 the  boy is running ]
14 the,big cup j
15 the dog is sitting
16 the red bail
1 E 17 the  boy is n o t  running
j 18 the dog is no t  drinking
1 19 the girl is no t jumping
j 20 the dog is no t sitting
F 21 the boy is jumping over the box
22 the  girl is sitting on the table
23 the man is eating the apple
■ 24 the  woman/lady is carrying the bag
G 25 they are sitting on the  table
26 the cow is looking at them
27 they are jumping over the  wail
28 the  elephant is carrying them
H 29 the girl is pushing the horse 1
30 the  boy is chasing the sheep ........ 1
31 the  man is chasing the dog
. .  ^
32 the  cow is pushing the  woman/lady 1
1 33 she is sitting on the chair
34 the woman/lady is carrying him
35 he is sitting in the tree
36 -the horse is looking at her
2134
2314
1223
37 the cats look at the ball
38 the  boy stands on the chairs
39 the boys pick the apples
3421
3421
1433
4221
4324
4134
40 the girl drops the cups 2133
348
K 41 the knife is longer than the  pencil
42 the box is bigger than the  cup !
43 the shoe is bigger than the  bird
44 the horse is taller than the  wall 4131 1
1 L 45 the girl is chased by the  horse
j 46 the  elephant is pushed by the  boy
j 47 the horse is chased by the  man -It— ---------------------------------- -----
1 . 48 the cow is pushed by the  man 1232 1
fy1 49 the cup is in the box
50  the pencil is on the  box 1
51 the  circle is in the  star
52 the  knife is on the  shoe 3124 1
N 53 the boy chasing the  horse is fat
54  the  pencil on the  shoe is blue
55 the  cow chasing the ca t  is brown
56 the circle in the star is yellow 4123 :
0  57 the  box but not th e  chair is red
58 the cat is big bu t  no t  black j
59 the horse but no t  the  boy is standing
60  the  boy is sitting bu t no t  eating 1422 1
P 61 the  pencil is above the  f lower
62  the  comb is below the  spoon j
63 the  star is above the  circle 1
64  the  square is below the  star 4343 ]
Q 65 no t only the bird bu t also the  flower is blue
66 the  box is not only big bu t  also blue 1
67 no t only the girl but also the  cat is sitting 1
68 the  girl has not only food  but also a drink 1223 1
R 69  th e  pencil is on the  book th a t  is yellow
70  the girl chases the dog th a t  is big
. 71 the square is in the  star th a t  is blue 1
72 the  dog chases the horse th a t  is brown 1243
S 73 neither the dog nor the  ball is brown
74 the pencil is neither long nor red j
75 neither the boy nor th e  horse is running 1
76 the  boy has neither hat  nor shoes 1422 !
T 77 the book the pencil is on is red
78 the cat the cow chases is black
79 the circle the star is in is red
80 the boy the dog chases is-big 3144
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C hildren 's C om m nnk& üon C hecklist (C C C j 
R esearch  version 1.1 
by D.V.M. Bishop
Child's name or code nnmber:_ 
Date of b irth ;_____________
Sex
Today's date:
Your name (person completing the checklist) : ---------- -----------------
Y our relation to the child (i.e. parent, teacher, speech therapist, etc.;. 
(For respondents other than parents)
How long have yon known this c h i l d ? ______________
School attended by child:________________ _ _________________
Is child receiving any special educational provision? 
If YES, please give further details here:
YESQ N O U
YES*Q NO a  
YES* Ü NO a
YES □  N O Q
Has the child ever had a permanent hearing loss diagnosed?
Has' the child any permanent physical handicap or chronic illness i 
Is English the main language spoken at home?
*If YES, please give further details;
Many aspects o f behaviour that are important for understanding ^
cAzZdrgMl;- comzTzzzMzczzrzozz are zzor covered coMvezz^zoMtzz
zz.F.ye:?j7MeMü. 7%ze cAec^ ür zzzzzzj fo o^ jejr^ g :SzzcA 6eAzzvzczzrf cophzrzMg 
fAe zm^re.5JzoM.F p/"peppZe w/zc jee r/ze cAzZ(f ozz a zfzzzZy 6ogzj.
7%zg c/zecMz.yf cozzfaz/zj a jerzeg p/".yfafemezzü zfe.ycrz6z7zg cupiecü p/" 
c/zzZzfrezz ly 6eAzzvzczzz". fo r  ezzcTz jrzzrezzzezzf, yozz zzz-e zz.yW foyzzzZge 
whether the statement DOES NOT APPLY, AJr'PLhsS SOME}/hAT or
fZezzje rzcA OZVE 60%j?ez- zfezzz, cAoc^ Fzzzg fAe 
z"efDozzje f/zzzf, zzz yozzz"ywhlgezzzezzf, zfe.gcziZzej fZze c^ zZzf zzzzzzzezZ zz6ove.
f  Zezire zfp zzo^  wzife zzz r/ze  ^ y 6czej czz r/ze)hx zigAf p/"ezzcZz zfezzz.
Please read each item carefully. Some iteins describepàsiti'^e aspects 
o f communication, in which case "definitely applies^  ^ indicates diai tne 
c/zzZzf Z.S zz zzzzzAzre zzzzzf cozz^efezzf cozzzzzzzzzzzczzfcz". OfAez" z^ ezzzj zfeycziZze 
co)zzzzzzzzzzczzfzozz zf^czzZ^ee, zzz wAzcA czz^ e 'We/zzzzZeZy pppZzej" wzZZ be 
cZzecArezZ ozzZy z/'fbe cZzzZzZ zly Aavzzzg .yczzze ^ z-cbZezzzj cczzzzzzzzzzzczz/zzzg.
Do zzo^  Zetzve azzy Zrezzz^  bZzzzzk .Z^ yozz az-e zzzzzzbZe Zo azzjwez- zZze pwe^ zzozz, 
pZezzje Zzcjc Z/ze bo% ZabeZZe^ Z "DzzabZe ZoyWge".
TTze c/zecMz.gf czzzzzzof cpprwxe evez]/ cZzzZd'f be/zaviozzz-pez^ /ecfZy, jc  do 
zzof wczry z/'yozz^eZ rZzzzf zzozze p/"fbe z-e. o^z2je zzZrez7zzzZzve.y zj exacfZy
aupropriate,' tick the one you think comes closest, and, i f  necessary, 
acM zzzz expZazzzz^ ozy cczzzzzzezzf.
ror omce use
A-^ 5 1 -  ' "
3 s'O-E ; Î -  :
C 30-[ ] =  r . .
D
h
# 3"-[ 1 =  /  '
3 3 j -[ f r_ -
# 30-r
Î: 3 0 -1 :3 ] =  '
Total G to
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d applies
a what
■■ I . people can nnGsfsianQ vîrtüaiïÿ eveiytHing Ec/s£e says U U u
"27"'3ëôpIëTïâv^^ understanchiig mncn oi wEai ne/sne □ □ □ u
'% ... seldom makes any iEdfs m producing speech soundi Ü
4. mispronounces one or tvvo speech sounds Biii, is not
difficult to understand; e.g. may say "th" for "s" or "w" for
Ü u □
-ol— production o f  ^ eëch s^ d 's  seems immature, fikë Eât 6f  a Q
younger child, e.g. says things like: tat for cat . or 
"rhiT^hlev" for "chimney", or "bokkle" for "bottle"
....□ .... □ □
-6— seems unahlelo produce several sounds; e.g. mignthave 
difficulty in saymg "k" or "s", so that "cat" and "sat" are 
both pronounced as "tat"
u □ u □
‘■■'7’...leaves off beginnings or ends of words, di dmiis ëhuië
RvllAbles fe. 2. "bella" for "umbrella")
□ u u □
— fils much harder 5  understand when hë/shë is talBng m
sentences, rather than iust producing single words.
Ü □ □ □
-gr"^ iëëcE ls extremely rapid Ü Ü □ □
10 seeïhsfô hâve macufiy m cdnsEü'ctmg ihê whole oi what 
he/she wants to say: makes false starts, and repeats whole 
words and phrases; e.g., m i #  say "can I- can I- can- c ^  I'
have an - have an ice-cream"
Ü □ LJ □
” I Î . speech is clearly articulated and fluent u □ □ u
T 2. spëëch is mostly 2 to j  wdfa pnrases such as uie goi uaii
or "give dolly"
u □ □
T'ST' cah produce long and cdmplicated sëhiëïicëa Nlcu
"When we went to the park I had a go on the swings"; "I 
saw this man standing on the comer"
u u □ □
'14. tends to leave out words and gâmmâficâl ^dmg^ ^
producing sentences such as: "I find two dog , Joxin go 
there yesterday" "My grandma cat been ill"
Ü □ cj □
"Th. sometimes makes errors ohi^ohouhs, e.g. saying she
rather than "he" or vice versa ___
Ü □ □,
-IBTfalksto aiÿone and everyone
'IT. talks too much □
"Tgrikëepstëlllng pec^e thmgs fhaf they m ow aireaoy □
"W lalks E  hiüâsëlt/E#ëIï in puhhc u □
"120. talks fe^fitively ahout thmgs that no-ohë is mteresiea in
"2TTââks qüëshôns al'thou^hëTshë knows thë â^wërs □ Ü u u
it is sometuhës hard E mâke s ^ e  ôf whâl he7 she is
saving because it seems illogical or disconnected
u u □
"737 cohvêmâfiôh w iE  him/her can be ërgôÿahle and mteresimg
■■"247"‘cah'"give ah ëasÿ-tô-fôïïôw account of a past event such as 
a biAiday party or holiday ............. . ____ -----------
Ü □ □ u
-757Eân"E]ircEâd)râ5bü he/she plans to do m Ee Eture 
(e.g. tomorrow or next week)
u □ □
7 6  wouid'hâvëEïincuItÿ m explaimng to a younger cEld how 
to play a simple game such as "happy famihes", "snap" or
u □ □ □
-[ ]
[ ]
-[ ]
[ ]
[ ]
[ ]
[ ]
[ ]
-[ ]
[ ]
-[ ]
T T
M
T T  
[ 1 
[ 1 
[■ ]
[ ]
[ ]
'- [ " j  
■-[  ]
,-[ ■] ^
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V y  BishoD : 99'"
"27rEâ5-dimëiWmfëTE^ ü ü  a  G [ ]
îias doue, m an orderly seqnenceofevents ___ _^__________ ^--------  —
78 . ü s e s ta m 7 E T 'E e''W T  wiEont makmg it clear what ü  ü  O O ' j
he/she is talking about .......................................
"29. ddësnTseem to realise the need to explain what heTshe is Q Ô O O [ j
talking about to someone who doesn't share his/her
sound raEer afiected or "put-on", as if  child is miinicking 
a TV personality raEer Ean talking like Eose around
him/her
7 1 . makëslfiëâüent use of expressions such as "by Ee way", 
"acEally",^ "you know what?", "as a matter of fact", "well,
u  • u Ü □
vou know" or "of course"
72T7idirsüdaEilÿ change E e topic o f conversation Ü Ü □ □
72:"bfiëh'Efhs E e conversation to a fa-vôunE Eeme, raEer 
Ean Ellowing what Ee oEer person wants to talk about 
"34. conversation w iE Em/her tends E  go off m unei^ected .......□ .......LJ....
___
directions
35. mclüdës ôver-prëcisë mEïmâfiôn m his/h^ talk, ë.g. will 
give Ee exact time or date o f an event. E.g., when asked 
"when Ed you go on holiday" may say "13E M y 1995" 
raEer Ean "m E e summer"
Ü □ □ □
"36. EâsTavôünE # a s e s , sentences or longer sequences wEcS 
he/she will use a great deal, sometimes m mappropriate
□ • LJ Ü □
situations
37. sometimes seems to say tmhgs Eat he/she does hoi mlly 
understand
u □ u □
78T E h3s E  repeat back what oEefs hâve just sEd Ü □ □ □
39. his/her ability to cômmühicatë clearly seems to vary a 
great deal from one simation to another
u □ □ □
■'40'. tâlcës m just one or two word’s m a 'sentence, and so 'often 
mismterprets what has been said
u □ □ □
confused when someone says "isn't it a lovely day!" when 
it is pouring wiE rain)
t  T
[ ]
[ ] 
[ ]
[ ]
[ ]
[ ]
[ ]
RBI
0 0
□ □ U J
l42r7ëüdsErbëEv^7Eëïül,"sômëbümës vdth {ümntëâtiônâlly) □  □  □ ' G L J
humorous results. For instance, a child who was asked 
"Do you jBnd it hard to get up m E e morning" replied "No.
You just put one leg out of E e bed and Een Ee oEer and 
stand up." AnoEer child who was told "watch your 
hands" when using scissors, proceeded to stare at his
fingers _ _ .        .^... ................ ....................... .
'%3: gets Into trouble because lïè/slië doesn't always imdefstahd w LJ W — L J
E e rules for polite behaviour, and is regarded by others as
rude or strange .................... ....................................
""ZZrTââÿl^/TEm ^E^aiTtâcnëssôfsôciEIÿlnâp^   □  □  □  Q [ J
"45': trëatrëvëïyôhëlheharhewaÿrfë#^ □  G □  ^ [ . ]
e.g. might talk to the head teacher the same way as to
another child   >,■.
.Vi. ww)
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"what are you making?" just, continues working as ii
nothin<7 had happened) ...................................
"47: seldom'ôf never starts up a conversation; aoes noi
volunteer information about what has happened
U u u
48. dbësnf s ë ^ E  read facial êïgressions or tone ôf voice 
adequately and may not realise when oEer people are
Ü □ □ □
unset or angry
"49. poor at using facial eïgfessiôn ôf gestures E  cohv^  
his/her feelings; he/she may look blank when angry, or
Ü □
smile when anxious
5Q, makes good use of gestures to get his/her meaning Efosb u □ Cj □
— ........................
"'"ST. seldom of never looks at the person he/she is tahang to. 
seems to actively avoid eye contact
Ü □ Ü □
"ôTTtënds E  Eôk aw ^^ôm  Ee persôn he/she is talEng E .
seems inattentive or preoccupied
u □ Ü Q
"33. smiEs ^propnâteiÿ w h 5  talkmg to peopie
7 4 :' is popular with ôth^ cEiidreh Ü □ ■ Ü □
"5'd"."" has one of two gôôd friends Li □ u u
"3E'"''tënds''EEëDâbiedrfGased or bulhed by oEer cbildfen □ □ u □
7 7 r is  deliberately aggressive to oEer children U u Ü □
7'8r"mayhüfTor upset oEer children ûnmtentionallÿ
7pr"â loner: neglëcfedbÿ ôEer chiTofeh, but 'not disliked U □ Ü □
"bOTpefceived as ôddbÿ ôEër children End actively avoidea □ □
"br has "ddfrcûltÿ makmg relations w iE  omers because or Ü □ u □
anxiety
T p --"b%r with fATnihar adiilts, Eê/shë seems maffëühvë, Estam or Ü □
preoccupied
63. overly keen to mtefact with aduits, lacking Lh mhiL/±w.on 
Eat most children show wiE strangers
Ü □ □ tj
54. uses' sophisticated of unusual words, e.g. ii a'sxed For 
animal names might say "aardvark" or "tapir"
Ü □ □
7 5 7 h â s â large sEreôTfaôEal mfofmâüôn: ë.g., maÿS o w  Ee 
names o f all Ee capitals of Ee world, or E e names of
manv varieties of dinosaurs
u □ u □
65. lias one of more over-riding specmc iiiteresfs '(e.g. _ 
computers, dinosaurs), and will preEr domg activities 
involving this to anything else 
"b7r"ënjôÿ's'watcEihg TV prôgrammës intended for cmiEen oi
his/her age.
LJ
.."□.. .....□ ... ..
"EB. seems to have nô mterests: prerërs E  dô hothmg
E 9rpfëf5slôE ô"E m gsw iE E  cEldren ratner Ean on u □ u □
iiis/her own
'"707'i^fëE E  be w iE adults rather Eâh oEër cElEen u u Ü u
]
]
]
]
]
î
i
]
]
]
]
1
@
B
S
J
]
[ ]
]
[ ] 
-[ ]
[ ]
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PICTORIAL SCALE OF PERCEFÆD COMPETENCE AND 
SOCIAL ACCEPTANCE FOR YOUNG.CHILDREN
355
The Pictorial Scale of Perceived Com petence  
and Social A cceptance for Young Children* 
Individual Recording and Scoring Sheet, Form 1-2
Child's Nam e. 
Class/Grade _ Teacher.
Age. Gender; M
Testing Date
item Order and 
Description
1 . G ood at num bers
2. Friends to  play w ith,
3. Good at sw inging
4. Eats at friends
5. Knows a lo t in sch oo l
6. Others snare
7. G ood at clim bing
8. M om takes you  places
9. Can read alone
10. Friends to  play gam es with
11. Good at bou ncing ball
12 . M om cooks favorite foods
13. Good at writing words
14. Has friends on playground
15. Good at skipping
16. M om reads to you
17. Good at spelling
18. Gets asked to  play  by others
19. Good at running
20. Stays overnight at friends
21. Good at adding
22. Others sit next to  you
23. Good at jum ping rope
24. Mom talks to  you
Column (Subscale) Total:
Cognitive
Competence
Peer
Acceptance
Physical Maternal
Competence Acceptance
13
17
21
10
14
18
22
11
15
19
23
12
16
20
24
□  □
Column (Subscale) Mean; 
(Total D ivided by 6)
Comments:
'Susan Harter and Robin Pike, University of Denver, 1983
13
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Teacher's Rating Scale 
of Child's Actual C om petence and Social Acceptance' 
Form 1-2
Child's Name, Class/Grade
Rater
Instructions: Place the appropriate number indicating how  true the statem ent is for this child in the designated
space to the right of each item:
N ot Very True =  1, Sort of True =  2, Pretty True =  3, .Really True -  4
Item Order and 
Description
1. Good at numbers
2. Friends to play w ith
3. G ood at swinging
4. Knows alo t in sch oo l
5. Others share with this child
6. Good at clim bing
7. Can read alone
8. Has friends to  play  gam es with
9. Good at bouncing a ball
10. Good at writing w ords
11. Has friends on playground
12. Good at skipping
13. G ood at spelling
14. Gets asked to  p lay  by others
15. G ood at running
16. Good at adding
17. Others w ant to sit next to  this child
18. Good at jumping rope
Column (Subscale) Total:
C o g n it iv e  
C o m p e te n c e  
1 ____
10
13
16
□
P eer
A c c e p t a n c e
11
17
P h ysica l
C o m p e te n c e
12
15
18
u
Column (Subscale) Mean; 
(Total Divided by 6)
Comments:
'P ara lle ls  the Pictorial Scale of Perceived C om petence and A ccep ta n ce  for Young Children, Susan Harter and Robin Pike, 
University of Denver, 1981.
17
357
l a d l v l - d i i a î  F r o î i î s  o î  P s r c e i v e d  C o i z i p e i s n c e  a i s d  A c c e p t a s s e s ’
N am e: G rade; Age: G ender:
Pupil's rating ■a T eacher's rating
PRE-TEST DATE:
High
Jf] Medium<
u
Low
3
9
SocialPhysical- SocialC ognitive
C om petence C om petence A ccep tan ce  A cceptance  
by Peers by Parent
POST-TEST DATE:
COMMENTS:
High 4
-J Medium  
$
Low 1
C ognitive Physical Social Social
C om petence C om petence A ccep tan ce A cceptance  
by Peers by Parent
■Scores obtained from th e  Pictorial Perceived Competence Scale tor Young Children, Su san  Harter arid Robin Pike, 
University of Denver, 1980.
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APPENDIX B
RAW DATA
TABLE 1- SCORES FROM ACHENBACH CHILD BEHAVIOUR CHECKLIST- 
CBCL
TABLE 2- SCORES FROM ACHENBACH TEACHER REPORT FROM-TRF
TABLE 3- SCORES FROM TEST FOR RECEPTION OF GRAMMAR- TROG AND 
CHILD COMMUNICATION CHECKLIST-CCC
TABLE 4- SCORES FROM CHILD COMMUNICATION CHECKLIST CCC-SPEECH 
THERAPIST’S RESPONSE
TABLE 5 -  SCORES FROM THE PICTORIAL SCALE OF PERCEIVED 
COMPETENCE AND SOCIAL ACCEPTANCE
TABLE 6- TEACHER’S RATING SCALE OF SCORES OF CHILD’S ACTUAL 
COMPETENCE AND SOCIAL ACCEPTANCE
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APPENDIX C 
PARENT’S CONSENT FORM
372
Your Ref. :
Our Ref. :
(Please quote our ref. in any reply)
Bord SiÉInte an îarthaîr
Western 
Health Board
T elephone (094) 22333 
Fax No. : (094)26110
Psychology Department, 
Hill House. 
Mountain View, 
Castlebar, 
Co. Mayo.
Dear?areüî(s), —
I am a climcal Psychologist working in Mayo Community Care, Castlebar. I am cuirentlv 
^  children m Language Units. I am looking at the relationship between 
the children s language problems and their level o f social competence and peer 
acceptance and how this agects their ability to make hiends. I hope to see a lar<% 
number o f children and give each of them questionnaires to complete. I would atso ask
P~ent(s) to complete 2 questionnaires: one about your child ‘s behaviour and the
other about your child’s communication.
I am s e e ^ g  pe.^ ssion  for your child to participate in this study and would be most
grateM if  you would sign the consent slip below. Your child’s name will be kept 
confîdenüal. It is not &e purpose o f this study to identify problems in any particular child 
but rather to look at children in language units as a whole.
If you have any queries please phone me at the above number. If I am not available 
please leave a message and I will get back to you.
Yours sincerely,
Edel McAndrew 
Clinical Psychologist
I do /do not (please circle) consent for my child 
to participate in the above study.
Signed: Date:
Please return to the Speech and language Therapist in the Language Unit.
